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ABSTRACT
Military spouses (MLSPs) are a vital component of military readiness and resilience, yet
they are highly understudied, particularly within the realm of mental health. This study was
grounded in resilience theory, investigating relationship interactions between religion/spirituality
(R/S) on mental health through resilience (mediator) conditioned at levels of social support,
deployment, and rank (moderators). An online survey was distributed via social media, open to
MLSPs of all branches and all components (N = 1079). This quantitative, descriptive, crosssectional correlational research design utilized PROCESS Model 58, which found that two R/S
subscales, Daily Spiritual Experiences and Religious Coping, exerted indirect effects on all
mental health outcomes (depression, anxiety, and stress) through resilience conditioned by the
moderators. Other notable findings revealed that MLSPs demonstrated lower magnitudes of
actual resilience compared to perceived resilience. Additionally, the preferred area for MLSP
social support was “family of origin” followed by “local/surrounding community”; “military
programs/resources” and “within the military unit” were ranked lowest. These collective results
suggest that current MLSP mental health initiatives are missing the mark. Although MLSPs
perceive themselves as highly resilient, the prevalence rates of mental health issues indicate
otherwise. Currently, no MLSP mental health initiatives endorse cultivation of R/S to augment
resilience with consideration to assessed moderators. Twenty years of the global war on terror
has taken a toll on MLSP mental health. New interventions are needed to bolster resilience
through R/S practices which will reduce MLSP mental health issues and strengthen America’s
military.
Keywords: military spouse, mental health, religion, spirituality, social support,
deployment, rank
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CHAPTER ONE: INTRODUCTION
Overview
The United States has long been known for its military fighting strength. As the country
recently concluded the Global War on Terror (GWOT) after nearly 20 years, the significance of
mental health issues and need for resilience within the United States military has intensified,
particularly on the home front. Although modern-day military spouses (MLSPs) are often
deemed the “cornerstone” of the military family (Green et al., 2013), this unique demographic is
significantly understudied, specifically in the realm of adversity and mental health (Borah &
Fina, 2017; Mailey et al., 2019). The following study seeks to fill a gap in the research,
beginning with this introductory chapter. Initially, the historical, social, and theoretical backdrop
of religion/spirituality (R/S), on MLSP mental health through resilience will be explored. Based
on a theoretical framework of resilience, social support (SS), deployment, and rank are
introduced as moderators within the study. The problem addressed by this study is the lack of
research on factors that influence MLSP mental health, expressly from the angle of R/S and
resilience. To fully set the context of this study, the purpose and significance will be addressed,
followed by research questions, hypothesized models, and relevant definitions.
Background
Military families are one of the largest subcultures in the United States, living in nearly
every community (Cozza, 2014), yet MLSPs are one of the least studied demographics within the
field of psychological health and resilience (Borah & Fina, 2017; Mailey et al., 2019). Over the
last two decades, both researchers and the military institution have realized the powerful
influence MSLPs have on the health and retention of service members (SMs; Clever & Segal,
2013; Dolphin et al., 2015). As a result, the importance of MLSP mental health has ascended to
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priority levels of the nation’s military resilience and readiness (Department of Defense Task
Force on Mental Health [DOD-TFMH], 2007). Although MLSPs are not deployed to combat
zones, the adversities they face are no less challenging when compared to those of the SM
(Leroux et al., 2016), and their psychological well-being is equally as important.
Research surrounding psychological distress and resilience as a result of military service
has historically focused on the SM (Anderson et al., 2013). However, new research is exposing
the reverberating impact that military service can have on the entire family unit, creating a
greater emphasis on studying the MLSP demographic (Wadsworth et al., 2013). The Department
of Defense (DOD) now recognizes the importance of family life in the operational effectiveness
of the U.S. military. They have established a family readiness system with several goals, one of
which is to bolster military family resilience (Conforte et al., 2017).
The relationship between the military institution and MLSPs has experienced numerous
transitions in the nearly two-and-a-half centuries since the inception of the U.S. military. From
the Revolutionary War to present day conflicts delineate trends shifting from neglect to concern,
from informal to formal mechanisms, and from locally determined, piecemeal ad hoc, reactive
measures to federally funded, comprehensive, planned services (Albano, 1994). The introduction
of the all-volunteer force (AVF) in 1973 demarcated a significant turning point in MLSP history,
impacting the dynamic between the military institution and the military family (Ahmadi &
Green, 2011; Cozza, 2014). Before the AVF, a majority of MLSPs were married to officers or
senior enlisted non-commissioned officers (NCOs; Cozza, 2014). Compared to their civilian
counterparts, a majority of present-day military personnel and their spouses are relatively young.
Many SMs and spouses are under the age of 30 (Ahmadi & Green, 2011; Bonura & Lovald,
2015; Clark et al., 2013), with recent data indicating that over half (59.9%) of the 462,713
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active-duty enlisted members’ spouses are 30 years of age or younger (Office of the Deputy
Assistant Secretary of Defense, 2018). The number of MLSPs has also drastically increased, as
more than half of SMs are married while on active duty (Mansfield & Engel, 2011; Yablonsky et
al., 2016), which is a significant change compared to prior military conflicts (Lester et al., 2010).
This demographic continues to transition from a “disenfranchised existence” (Aducci et al.,
2011, p. 243) to “the rock that holds the military family together” (Eubanks, 2013, p. 98) and the
“keystone” of military family health (Green et al., 2013).
Due to a greater number of MLSPs and longer, more frequent deployments (Baptist et al.,
2011; Yablonsky et al., 2016), the current prevalence rate of MLSP mental health issues is
alarming (Erbes et al., 2012; Mansfield et al., 2010; Padden et al., 2011; Steenkamp et al., 2018;
Verdeli et al., 2011; Wilson & Murray, 2016). MLSPs face a number of adversities, including
deployment, reintegration, permanent change of station (PCS), veteran moral injury (MI),
caregiver burden, barriers to mental health care, and a stigma surrounding mental health. These
stressors are in addition to normative adversities, such as financial planning, career demands, and
parenting responsibilities (Drummet et al., 2004; Trail et al., 2015).
Research has shown that even spouses of nondeployed SMs experience higher incidences
of emotional stress compared to the general population. Stressful situations may include lack of
support for the current military mission, nonemployment of the spouse, lower SM rank, and less
military experience (Allen et al., 2011). Given their propensity for mental health issues such as
depression, anxiety, posttraumatic stress disorder (PTSD), secondary traumatization (ST),
substance abuse, and suicide, MLSPs are classified as a vulnerable population (Blank et al.,
2012; Wilson & Murray, 2016). Psychologists, pastors, and the DOD are now recognizing the
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need for more strategic, accessible interventions for MLSP mental health, many of which stem
from augmenting the capacity for MLSP resilience.
The theoretical framework of this study is grounded in resilience theory. Within the last
five to six decades, resilience has emerged as a newcomer to the field of psychology (Goldstein
& Brooks, 2013). Early resilience researchers studied high-risk children and discovered that
some demonstrated better-than-expected outcomes amid adversity (Garmezy, 1991; Rutter,
1987; Werner, 1997). This raised questions surrounding how or why some individuals or family
systems thrive while others fail to adapt. Additional queries about this up-and-coming
phenomenon surfaced after major world conflicts, including World War I, World War II, the
Great Depression (Masten, 2018), and September 11 (Boss, 2013). To answer these inquiries,
resilience was soon recognized within the fields of psychology, coping, and mental health.
Resilience research has not been without challenges and confusion. The construct of
resilience theory is not delineated as “black and white,” and decades later, the details are still
highly debated. The main arguments revolve around whether resilience is an innate, static trait,
or a dynamic, evolving, learnable process (Richardson, 2016; Van Winkle & Lipari, 2015;
Verdeli et al., 2011; Walklate et al., 2014; Yates et al., 2015). This study endorses the conjecture
that research of resilience requires a shift from focusing solely on external risk factors to
focusing on how the risks will be tangibly navigated by the individual. The attention, effort, and
focus of resilience research should be on the dynamic processes as opposed to the status factors
of risk (Rutter, 2006).
Many theorists posit that individuals who engage fully in the resilience process face
adversity, then “bounce back” through adaptation, utilizing personal strengths for growth and
function (Richardson, 2016; Van Hook, 2019). Resilience seems to be found virtually
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everywhere and involves both social and relational components (Walklate et al., 2014), which
creates broad opportunities for application. In a review by Southwick et al. (2014), the authors
outline resilience as the process of harnessing resources to sustain well-being, as well as the
capacity of a dynamic system to adapt successfully to disturbances. However, much debate
persists regarding how exactly researchers should define resilience. Panelists from one review
agreed that resilience is “a complex construct and it may be defined differently in the context of
individuals, families, organizations, societies, and cultures” (Southwick et al., 2014, p.1).
The military lifestyle is known for stress, trauma, and adversity. Consequently, the
military has long been a proponent of resilience training focused on the SM (Holleran et al.,
2016) and the military life experience. Indeed, the general nature of MLSP existence is fostered
as resilience (Blakely et al., 2012; Ziff & Garland-Jackson, 2020). Resilience in MLSPs reaches
far beyond the “help versus hindrance” mentality and is a “required tool” in the MLSP arsenal,
inherent to the military lifestyle (Ziff & Garland-Jackson, 2020, p. 380). However, studies
focusing on resilience and MLSP mental health are extremely sparse (Melamed & Castro, 2011;
Riggs & Riggs, 2011).
Exploration of R/S on MLSP mental health through resilience is still in its infancy
(National Academies of Sciences, Engineering, and Medicine [NASEM], 2019), but research
with other populations show promise for positive mental health outcomes. For example, practices
or beliefs related to R/S may help individuals struggling with chronic medical illness cope with
life changes (Koenig et al., 2014) or family stress (Dein et al., 2010; Mahoney, 2010; B. W.
Smith et al., 2012). R/S may be particularly salient in times of transition or crisis (Ramsay,
2019). Like resilience, R/S has been found within human history for many centuries and deemed
“universal” (Mehrotra & Tripathi, 2016), but challenges arise when quantifying it for scientific
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purposes. R/S is also often overgeneralized, viewed from a binary perspective as either “all good
or all bad” (B. W. Smith et al., 2012). Unfortunately, many interventions compartmentalize
mental health and R/S, treating them as separate entities (Koenig, 2009).
This is also the case with targeted R/S interventions in military settings. The history of
implementing R/S in both psychology and the military is convoluted and has been mired in
controversy for many years (Pargament & Sweeney, 2011). As a result, a sizeable gap exists
surrounding how to integrate R/S on mental health (Sullivan et al., 2014) through resilience
within both military personnel and MLSP populations. Very few studies, if any, have explored
the relationships between these three components within MLSPs.
Beyond healthy engagement with R/S (Braun-Lewensohn & Bar, 2017; Mahoney, 2010;
Sharma et al., 2017), resilience levels can also be reinforced through the first moderator in this
study, SS (Greene et al., 2003; Lapp et al., 2010; Olson et al., 2018; Ungar, 2018; van Breda,
2018; Wang et al., 2015). SS has been found to show positive associations with psychological
wellness in civilian populations (Sippel et al., 2015). The MLSP cohort also benefits from SS
through family, civilian friends, and SM partners, demonstrating better psychological health and
lower levels of depression (Green et al., 2013; O’Neal et al., 2020; Skomorovsky, 2014).
The factors explored in this study do not stand alone but interact with one another. Many
studies now indicate that R/S may play a significant role as a resilience resource, primarily due
to the SS systems that are often inherent to corporate religious practice (Reutter & Bigatti, 2014;
B. W. Smith et al., 2012; Woodworth, 2015). MLSPs frequently share that receiving support is
very important and may utilize a variety of methods to attain necessary support, such as seeking
prayer support from their church family. Engagement in a religious or faith-based community is
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important to fully reap the benefits of resilience from a mental health perspective (Weber &
Pargament, 2014).
SS not only interacts with R/S and resilience for positive mental health outcomes, but
also makes a difference for MLSPs facing the second moderator in this study, deployment. As
MLSPs show an increase in treatment of depression, anxiety, and sleep problems during
deployments (Gewirtz et al., 2011; Leroux et al., 2016), family support groups or family team
building programs have been found to mitigate stressors on MLSPs (Fields et al., 2012;
Skomorovsky, 2014; Verdeli et al., 2011). SS may also be more important during reintegration
than previously thought. Many organizations, people, or groups who support MLSPs assume that
the homecoming of an SM equates to a “honeymoon” and may withdraw support or cease
programming due to lack of awareness of MLSPs’ ongoing needs (Mallonee et al., 2020).
Variable attribute interactions also surface through the third moderator of rank, as it may
influence MLSP resilience levels during deployment (Allen et al., 2011; Spera, 2009) and the
ability of MLSPs to create stable SS networks (Lucier-Greer et al., 2014; Mailey et al., 2018;
O’Neal et al., 2016). The interaction of the proposed relationships in this study are complicated
and dynamic. Further exploration is necessary to determine protective, risk, or differential
susceptibility factors (Ellis & Boyce, 2011) in light of R/S on MLSP mental health through
resilience conditioned by the presented moderators.
Against the backdrop of the GWOT, the DOD noted that the “psychological needs of
America’s SMs, their families, and their survivors pose a daunting and growing challenge”
(DOD-TFMH, 2007, p. 4). Although the military has made valiant efforts to create programs for
MLSPs, many of them are highly underutilized, difficult to access (Verdeli et al., 2011), or lack
unity (Clark et al., 2013). Unfortunately, the pervading theme of MLSP life, to support their SM
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through strength, pride, and sheer willpower, may undermine the MLSP’s own mental health.
Some MLSPs fully embrace the warrior culture mindset and may find themselves struggling in
silence because they believe that is what they are “supposed to do” as a “good military wife”
(Aducci et al., 2011, p. 237). Military subculture often promotes the idea of “we take care of our
own,” but the therapeutic approach can easily be bypassed or overlooked (Malmin, 2013, p.
744). As a result, a conceptual gap emerges when attempting to determine factors that set
resilient MLSPs apart from those who develop psychological issues as a result of their SM’s
military service (Monney, 2019). Detecting the most effective and acceptable interventions for
MLSPs is a problematic, daunting task indeed.
Problem Statement
To date, more than three million MLSPs have been impacted by the GWOT (CrumCianflone et al., 2014). Given the pivotal role of MLSPs within respective family units (Warner
et al., 2009), exploring impacts on MLSP mental health is crucial. Unfortunately, there is a
profound gap in research within MLSPs’ mental health (Mansfield et al., 2010; Steenkamp et al.,
2018) and the relationships between resilience (Melamed & Castro, 2011; Riggs & Riggs, 2011),
R/S, SS, deployment, and rank.
The difficulties that military families encounter can be disruptive to family life, placing
MLSPs at risk for physical, psychological, and relational difficulties (Carroll et al., 2013). As
MLSP mental health issues increase, there is a profound need for intentional research among this
demographic. In 2007, the DOD-TFMH indicated that supporting the mental health of military
families was a national priority, but the resources and infrastructure were critically lacking.
Notably, the psychological impact on the overall well-being of military personnel and their
families may not reach clinical thresholds yet still exert a negative outcome (Larson et al., 2012)
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on health, life satisfaction, and SM retention (Becvar, 2013). Research on MLSPs needs to shift
from deficit-based to resilience-based studies (Aducci et al., 2011), centering on interventions
that are both innately and comprehensively available.
Within civilian populations, interactions between resilience and positive mental health
outcomes have been promising. Studies have shown that higher rates of self-reported resilience
reflect lower levels of anxiety, depression, and psychological distress (Connor & Davidson,
2003). Research also indicates that preventative or early interventions for MLSP mental health
may be one of the most effective means of protecting the well-being of the military family unit
(Bauer et al., 2018; Collins et al., 2017). Unfortunately, due to absence of effective interventions
in MLSP sectors as well as a shortage of clinical providers with military cultural competence,
most mental health practitioners may still find themselves ill-equipped to fully support and treat
MLSPs (Marek & D’Aniello, 2014; Tanielian et al., 2014).
The MLSP demographic deserves further exploration on substantiated components of
resilience including R/S (DeAngelis & Ellison, 2017; Dein et al., 2010; Koenig et al., 2014;
Levin, 2010; Mahoney, 2010; K. H. Thomas, 2016; Weber & Pargament, 2014), SS (Mailey et
al., 2018; O’Neal et al., 2016), deployment, and rank. This presents a powerful, yet currently
overlooked, opportunity for more positive mental health outcomes in MLSPs. The wear and tear
of military life can negatively impact even the most robust MLSPs and their families (Paley et
al., 2013). The problem is that the prevalence rate of MLSP psychological distress is higher than
any time in history, creating a need for more targeted interventions to bolster MLSP resilience
and reduce mental distress, thereby strengthening the U.S. military’s readiness and fighting
strength.
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Purpose Statement
The purpose of this study is to fill a research gap among the MLSP demographic by
exploring relationship interactions of R/S on MLSP mental health through resilience conditioned
by levels of SS, deployment, and rank. Relevant findings from this study could create
opportunities for more targeted, intentional interventions among MLSPs to countermand the
stress that comes with military life. Resilience ultimately depends on the function of multiple
interacting systems and the capacity for adaptation of an individual to be distributed across those
interacting systems (Bonanno et al., 2015; Greene, 2017; Sippel et al., 2015; Southwick et al.,
2014). This study addresses the potential gaps within the systems and conceptual relationships of
the MLSP lifestyle. Findings from the forthcoming research will inform how fluid interactions of
resilience may empower some MLSPs to rise during adversity while others become
overwhelmed in minimally stressful circumstances (Green et al., 2013).
Although resilience is thought to be universal, individual and cultural differences arise
due to distinct historical, social, and geographical environments (Lee et al., 2013) that must be
considered when assessing populations through the lens of resilience. The purpose also includes
investigation of those MLSPs who have greater vulnerability and less resilience levels, such as
those spouses who do not ascribe to R/S practices, lack social networks, have experienced six or
more deployments, or are married to SMs who are lower ranking. Understanding factors that
influence MLSP resilience generates possibilities for strength-based interventions from both the
military institution and comprehensive sources. It is important to equip MLSPs to be more
empowered in the face of adversity within the realm of their mental health as military personnel
and families who indicate greater levels of current stress or poor mental health are vulnerable
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and less fortified to handle stress in the future (Trail et al., 2015). The ripple effect of mentally
healthier, more resilient MLSPs could contribute to a healthier, more resilient military force.
Those who love and support a U.S. SM also serve courageously. Their sense of duty is
comparable to that of their SM, and as a result, MLSPs deserve high-quality, creative care to
support the overall mission. The calling of a MLSP is worth “national commitment, support, and
sustainment” (Cozza, 2014, p.1). Therefore, analyzing the relationships between MLSP mental
health, R/S, and resilience conditioned by SS, deployment, and rank will apprise researchers,
policy makers, and military leaders of the current lapse in service for MLSP mental health. It will
also convey to MLSPs how to make their own mental health a greater priority, especially during
times of difficulty. Ultimately, the purpose of this study is to instill hope (Boss, 2013; Southwick
et al., 2014) within the current generation of MLSPs for reduced mental health issues, potentially
from R/S through resilience.
Significance of the Study
MLSP mental health outcomes have the potential to impact the entire military family,
including the SM (Green et al., 2013; Lapp et al., 2010; Lester et al., 2010; Sippel et al., 2015).
The leadership of a MLSP is a critical component of the military family unit (Green et al., 2013;
Riggs & Riggs, 2011) and is crucial to both the SM and the greater military mission (Dimiceli et
al., 2010; Spera, 2009). Healthier, more satisfied MLSPs exert a powerful influence on the
retention of SMs (Clever & Segal, 2013; Dolphin et al., 2015). As a result, MLSP resilience
levels and mental health outcomes play a very important role in SM readiness within an
experienced military force (Becvar, 2013; Dolphin et al., 2015; Eaton et al., 2008; Renshaw &
Campbell, 2011).
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No studies have been conducted exploring the impact of R/S on MLSP mental health
through resilience conditioned by SS, deployment, or rank. Findings within this study could
empower MLSPs to reintegrate more resiliently and experience life progression after a stressor,
as opposed to reintegrating back to homeostasis (life stagnation) or reintegrating with loss (life
digression/regression; Richardson, 2016). Without proactive interventions and broadened,
systematic support, the impact of the military’s high operating tempo (OPTEMPO) will continue
to produce negative outcomes on the health and function of those affiliated with military service
well beyond the most recent military conflict (Cozza, 2014). Resilient reintegration of MLSPs
may prevent mental health distress or promote faster recovery post adversity. Greater levels of
resilience within the MLSP demographic creates the potential for a more supportive, healthy
military family unit, which in turn may bolster the strength, readiness, and retention of the U.S.
military forces (Bauer et al., 2018).
Research Questions
RQ1: Do healthy R/S practices or beliefs decrease the prevalence of mental health issues
within a sample of MLSPs?
Figure 1.1
Hypothesized Theoretical Model One

RQ2: Does resilience mediate the relationship between R/S and mental health outcomes
in MLSPs?
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Figure 1.2
Hypothesized Theoretical Model Two

RQ3: What moderating effects, if any, do SS, deployment, and rank exert on the
relationship between R/S, resilience, and MLSP mental health?
Figure 1.3
Hypothesized Theoretical Model Three

Figure 1.4
Hypothesized Theoretical Model Four

36
Figure 1.5
Hypothesized Theoretical Model Five

Definitions
1. Adversity is a term often used to indicate a stressful or negative life event (Bonanno &
Diminich, 2013; Greene, 2017; Obradović et al., 2012) that possesses the potential to
become a risk factor for adverse outcomes (Yates et al., 2015).
2. Deployment is a military operation in which the SM departs on an ordered mission, either
stateside or internationally, for varying amounts of time; it may be classified as combat,
training, or for disaster relief purposes (Allen et al., 2011; Baptist et al., 2011; Dimiceli et
al., 2010; Faber et al., 2008; Fields et al., 2012; Marnocha, 2012).
3. Differential susceptibility/sensitivity to context is a type of moderating effect in which the
impact of the moderator can be either protective or vulnerable, depending upon the
context of the adversity or stressor (Ellis & Boyce, 2011).
4. Mental health encompasses the thoughts and feelings that comprise an individual’s level
of psychological well-being (Salsman et al., 2015).
5. A protective factor is a type of moderating effect; it mitigates risk and takes on greater
potential for positive impact during adverse circumstances (Yates et al., 2015) by
buffering, interrupting, or preventing problems from occurring (Greene et al., 2003),
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which increases the likelihood of a positive outcome or decreases the likelihood of a
negative outcome (NASEM, 2019).
6. Rank is an indicator of socioeconomic status and the military family’s “relative standing”
in the military community, serving as the “social address” (O’Neal et al., 2016), which
distinguishes the SM’s “class” and enforces the hierarchal structure within the military
(Atuel & Castro, 2018).
7. Religion is a multidimensional sociological term referring to an organized, corporate
system of beliefs or practices, which may include rituals or ceremony, with the goal of
connecting with a higher power (Dein et al., 2010; Hood et al., 2018; Moreira-Almedia et
al., 2006).
8. Resilience is a complex phenomenon (Southwick et al., 2014) that describes successful
adaptation in the face of adversity (American Psychiatric Association, 2013;
Meichenbaum, 2012; Richardson, 2016).
9. Resource factors, known as assets or promotive factors, generally support positive or
desirable development across individuals (Yates et al., 2015).
10. Risk factors increase the propensity of a negative outcome or, conversely, decrease the
possibility of a positive outcome in a given population (NASEM, 2019; Yates et al.,
2015); it may cause issues or problems as a result (Greene et al., 2003).
11. Social support is a multidimensional construct (Thompson et al., 2016) that involves
action or relationships which exert some type of positive effect on a person or group of
people (Lietz, 2013).

38
12. Spirituality is a multifaceted (Mehrotra & Tripathi, 2016) personal journey to greater
understanding (Hood et al., 2018; Moreira-Almedia et al., 2006; Pargament & Sweeney,
2011) through a “search for the sacred” (Pargament, 1999).
13. Vulnerability is a type of moderating effect referring to any moderators that may increase
potential negative effects across individuals, possibly exacerbating the impact of a
stressor (Yates et al., 2015).
Summary
MLSPs are an incredibly important (Clever & Segal, 2013) yet significantly understudied
(Borah & Fina, 2017; Mailey et al., 2019) component of military readiness and retention. After
nearly 20 years of recent military conflict involving the US, research indicates this demographic
demonstrates higher-than-normal prevalence rates of mental illness compared to their civilian
counterparts (Carroll et al., 2013; O’Neal et al., 2020). MLSP mental health issues, such as
depression, anxiety, PTSD, ST, substance abuse, and suicide, can arise from stressors unique to
their lifestyle. Those stressors include but are not limited to deployment, SM OPTEMPO, and
transient lifestyle, in addition to the normative adversities that all individuals face.
MLSP mental health cannot be compartmentalized; any mental health issues that impact
the MLSP may negatively influence the entire military family unit. There are significant research
gaps among the MLSP population analyzing interactive relationships between R/S on mental
health exploring mediation of resilience and moderation of SS, deployment, and rank. This study
explores those relationship through a survey of a snowball sample of MLSPs to determine any
possible interventions for implementation to bolster MLSP resilience via R/S beliefs or practices,
thereby reducing MLSP mental health issues. Insight from this research has the potential to
strengthen the cornerstone of the military family (Green et al., 2013).
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CHAPTER TWO: LITERATURE REVIEW
Overview
Since the establishment of the U.S. military nearly two and a half centuries ago, the
dynamic between the military, the SM, and the family has changed dramatically (Albano, 1994).
In recent years, the MLSP demographic has drawn greater attention from the standpoint of
mission readiness and retention of the US’s fighting forces yet remains greatly understudied
(Borah & Fina, 2017; Mailey et al., 2019), particularly within mental health (Leroux et al.,
2016). Through the lens of resilience theory, the following review of literature will explore
possible factors that impact MLSPs’ mental health status, including R/S, SS, deployment, and
rank. This review will also examine background characteristics of MLSPs, adversities they face,
potential mental health problems, available interventions, and the impact on the at-large military
institution. Understanding protective, risk, resource, and vulnerability factors are of special
importance due to the ongoing stress and trauma-like burdens that MLSPs often experience.
Some of the proposed protective or resource factors in this study include R/S, resilience, and SS.
Possible risk or vulnerability factors may include frequent deployments (six or more) or lower
SM rank. Prospective findings from this study could lead to interventions that MLSPs, like their
SM counterparts, embrace the resilience process to equip them as strong and “ready for battle.”
Theoretical Framework: Resilience Theory
The theoretical framework of this study is grounded in resilience theory. This
phenomenon was introduced to the field of psychology within the last five to six decades and has
since been applied across numerous disciplines (Goldstein & Brooks, 2013). Etymologically, the
origin of the word resilience is the Latin verb silire, which means “to jump or leap.” Thus, resilire is “to jump or leap back” (Fletcher & Sarkar, 2013; Mukherjee & Kumar, 2017). Many
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theorists adhere to the basic definition that resilience allows individuals to face adversity or
stress then “bounce back” through adaptation and use of personal strengths for growth and
function (Richardson, 2016; Van Hook, 2019). However, resilience is vastly more complicated
than the etymological origins suggest.
Historical roots of resilience theory stem from the 19th century, to include influences
from Charles Darwin (natural selection) and Sigmund Freud (personalities). In the 20th century,
major cataclysmic events such as WWI, WWII, and the Great Depression led clinicians and
scientists to ponder why some people made it through those stressors intact and strengthened,
while others failed to adapt successfully (Masten, 2018). Prominent sources of resilience theory
are the disciplines of science, psychology, psychiatry, and pediatrics (Goldstein & Brooks,
2013). Researchers began to notice that something set select children apart, as they demonstrated
better-than-anticipated outcomes despite high-risk, adverse childhoods (Yates et al., 2015). This
historical and sociocultural context (Connor & Davidson, 2003; Fletcher & Sarkar, 2013) ignited
the field of resilience research beginning around 1970 (Masten, 2018).
Werner (1997), an initial resilience theory trailblazer, began studying high-risk children
in 1955. She discovered a variety of resilient characteristics within select children, realizing that
despite difficult childhood conditions, some children were able to adapt and thrive across their
lifespan. Rutter (1987) also studied high-risk children and found that one quarter of them were
innately resilient. He postulated that resilience reflects not so much a search for factual
phenomena but a quest for “the developmental and situational mechanisms involved in protective
processes” (Rutter, 1987, p. 317). Garmezy (1991) followed suit, studying resilience within
children through the Minnesota Risk Research Project. He established the triad of resiliency
comprised of personality disposition, supportive family, and external SS.
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Early scholars quickly realized that understanding the influences that promote positive
adaptation or mitigate the effects of risk was vital. In the 1990s, resilience research broadened,
expanding from the basic identification of protective factors to applying the process of how
individuals overcome adversity (Fletcher & Sarkar, 2013; Richardson, 2002). Investigation of
resilience also stretched beyond the individual as researchers began studying communities
dealing with multilevel adversity (Masten, 2018). A number of articles have since emerged
describing the strengths, characteristics, and virtues of individuals that translate to the state of
their mental health, vitality, and resilience (Richardson, 2002).
The exploration of resilience theory accelerated significantly at the turn of the 21st
century when psychologists realized that resilience exerted a positive impact on various facets of
mental health and well-being. The study of resilience has continued to grow drastically over the
last decade (Masten, 2018), and to date, psychologists have further developed resilience theory,
with contributions spanning a variety of demographics (e.g., adults, children, leaders, engineers,
military members) and areas of focus (e.g., individual, community, leadership, business).
However, Leppin et al. (2014) posited that no single accepted theoretical framework or
consensus statement exists to guide the development or application of resilience programs.
Presently, more than a dozen variations of resilience theory have been proposed (Fletcher &
Sarkar, 2013).
The intuitive appeal of resilience still struggles with a lack of a consensual foundation
(van Breda, 2018). Initially, the phenomenon of resilience was labeled as “invulnerability” or
“stress resistance” (Masten, 2018). Although hundreds of studies have attempted to capture this
elusive phenomenon (Ungar, 2011), confusion continues to pervade the study of resilience
theory, both from a definitional and operational standpoint (Bolton et al., 2017; Luthar, 2015).
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Currently, researchers are still wrestling with questions about resilience: Is resilience a trait or a
process? Is it an outcome or pattern of life? Is it a broad conceptual domain that encompasses all
of the above? (Masten, 2018). Some believe resilience is an objective condition, trait, or
immutable state that people naturally possess, while others frame resilience as a process of
development and learned behavior response (Verdeli et al., 2011). The latter insists that
resilience theory can manifest along a large spectrum within an assortment of contexts,
conditions, and challenges, changing over time (Verdeli et al., 2011; Walklate et al., 2014; Yates
et al., 2015). Further questions arise if resilience is a “discovery pathway” or an “applied
pathway of inquiry” (Richardson, 2016, p. 124).
Resilience theory transverses the lifespan and engages multiple levels of both analysis
and systems (Masten, 2018; Richardson, 2002), which contributes to its complexity (Yates et al.,
2015). Some researchers claim that it finds theoretical roots in systems theory as well as various
models of stress and coping (Masten, 2018), while others postulate resilience theory sprouted
from developmental psychopathology (Mukherjee & Kumar, 2017). Resilience theory is closely
related to other components within psychology, including solution-focused therapy, narrative
therapy, strengths perspective interventions (van Breda, 2018), salutogenesis (Antonovsky,
1987), and positive psychology (Seligman, 2011).
Resilience theory has moved quickly from discovery to critique, and some skeptics
delineate resilience research as a “fad” or “bandwagon” theoretical concept (van Breda, 2018, p
1). However, the increasing popularity of resilience theory is not simply a short-lived, temporary
trend but a rapidly evolving, powerful, and efficacious pathway of coping and health. There is
still a wealth of information within the resilience research sector waiting to be unearthed (Yates
et al., 2015). One of the greatest challenges with resilience theory is that it is not a clear-cut

43
phenomenon. It cannot be easily bifurcated; people cannot be categorized as resilient or not
resilient. Resilience should be viewed along a spectrum or continuum (Joyce et al., 2018; van
Breda, 2018). This is especially true when applying resilience theory to the unique and dynamic
demographic of the MLSP.
Background and Basics: The Military Spouse
In recent years, MLSPs have played an important role in their SM partners’ mission
readiness, but this was not always the case. The military’s relationship with MLSPs has gone
through a variety of transitions from the Revolutionary War (1775) to the Persian Gulf War
(1992) to the GWOT (2001–2021; Albano, 1994). Through the decades, these trends have
covered the gamut of necessity, care, and engagement with the at-large military institution, but
one facet has risen to the attention of government officials and researchers in recent years:
MLSPs are a unique, pivotal, and important demographic when it comes to the effectiveness of
the U.S. military (Becvar, 2013; Dolphin et al., 2015; Eaton et al., 2008; Renshaw & Campbell,
2011).
MLSPs “need to be ready for anything at a moment’s notice and expect the unexpected”
(Eubanks, 2013, p. 97). Research shows that MLSPs’ perceptions of their experience are an
important factor in the relationship with their SM (Karakurt et al., 2013) and it also impacts their
ability to cope during adversity (Green et al., 2003). Affiliation with the military has the potential
to influence both the SMs and MLSPs in the realm of behavioral health risks and overall
resilience (Trump et al., 2015). A glimpse into MLSP demographic composition, current
conflicts, military culture, and military R/S through the lens of resilience are foundational to this
study.
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Military Spouse Demographic Profile
The US has more than 1.3 million active-duty SMs, 605,677 MLSPs, and 981,871
military children (Office of the Deputy Assistant Secretary of Defense, 2018). Other estimates,
which include National Guard/Reservist (NG/R) numbers, indicate that MLSPs and military
children outnumber military SMs 1.4 to 1 (Clever & Segal, 2013). A majority of MLSPs are
female (Trautmann et al., 2018), with some estimates as high as 95% (Lara-Cinisomo et al.,
2020). MLSPs are more likely to have children at home under the age of 18 compared to civilian
female spouses (74% vs. 59%, respectively; Bonura & Lovald, 2015).
Since the introduction of the AVF in 1973, the total number of MLSPs has climbed, and
the gap between them and their civilian counterparts has widened (Ahmadi & Green, 2011;
Cozza, 2014). Prior to the implementation of the AVF, most MLSPs were typically those of
officers or senior enlisted SMs (Cozza, 2014). Most active-duty SMs stay in the military fewer
than 10 years, and because they can receive retirement benefits after 20 years of service, the age
of active-duty SMs and their spouses is heavily skewed toward the under-40 population (Ahmadi
& Green, 2011; Bonura & Lovald, 2015; Clark et al., 2013; Clever & Segal, 2013). Recent data
indicate that nearly three of five MLSPs married to active-duty enlisted SMs are under 30 years
old (Office of the Deputy Assistant Secretary of Defense, 2018). More SMs are also married and
have children while on active duty as compared to those in previous decades of military service
(Lester et al., 2010).
MLSPs contend with unique adversities, which have the potential to “influence their
personal and professional well-being” (Lara-Cinisomo et al., 2020, p. 398). For example, MLSPs
are often located far from their family of origin, with some even stationed outside the continental
United States (Cozza, 2014). They are frequently required to make important choices
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surrounding spouse employment, childcare, and housing (Clark et al., 2013; Trautmann et al.,
2018) and are typically expected to be sources of logistical and emotional support for their SM,
children, and other spouses (Blakely et al., 2012). MLSPs are often seen as the pillars of their
families’ support networks (Blakely et al., 2012) and the cornerstone of military family stability
(Green et al., 2013). Thus, their psychological health and well-being is truly a key to military
family health (Green et al., 2013).
MLSPs of all ages are at risk for stress (Van Winkle & Lipari, 2015). MLSPs who are
new to the military culture may find it difficult to cope, particularly during a SM’s deployment.
They may be unaware of resources or unsure how to utilize available services (Monney, 2019).
However, some younger spouses are also more likely to engage resilience during difficulty (Van
Winkle & Lipari, 2015). Wexler and McGrath (1991) found that spouses ages 25 to 30 may cope
with deployment more effectively, but for those parenting young children or contemplating
careers, pile-up stress (Wiens & Boss, 2006) and “cumulative risks” (Greene, 2017, p. 321) may
become an issue. Older or more experienced MLSPs may be overlooked and offered less support
under the assumption that they need it less than younger spousal cohorts (Van Winkle & Lipari,
2015). Older MLSPs can also feel the stress and pressure of their SM retiring or separating from
the military and be faced with decisions about where to live, how to parent teens, or establishing
their own career perhaps for the first time in their lives (Cooper et al., 2017). These pressures are
now being felt in greater magnitude than ever before in U.S. military history.
Recent Military Conflicts
The most recent U.S. military conflict was the longest in the country’s history, surpassing
the Vietnam War. The GWOT drastically changed the pace of the military lifestyle. Over the last
20 years, conflicts in Iraq included Operation Iraqi Freedom, Operation New Dawn, and
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Operation Inherent Resolve. Afghanistan operations included Operation Enduring Freedom and
Operation Freedom’s Sentinel (C. Thomas, 2020). Although the military conflicts in Afghanistan
have recently concluded, the OPTEMPO for U.S. military personnel remains quite high, now
with shifting military objectives. Compared to previous military engagements, the deployments
in recent military encounters have been more frequent and longer in duration (Baptist et al.,
2011; Yablonsky et al., 2016).
The military occupation has been described as “the most engrossing and demanding
institution in American society” (Moon, 2016, p. 130), and the recent global conflicts
substantiate this claim. Since 2001, more than 2.75 million U.S. SMs have been deployed across
all branches (NASEM, 2019), although not equally. While the Army contained only 39% of the
active-duty force in 2019, it carried 52% of troop deployments. In contrast, the Air Force made
up 23% of the active-duty force but only carried 15% of troop deployments. NG/R members
have accounted for one third of all deployments in the GWOT (Clever & Segal, 2013). While all
members of the military family unit are subject to mental health difficulties because of
deployment (Kudler & Porter, 2013; Mansfield et al., 2010; Paley et al., 2013; SteelFisher et al.,
2008; Trautmann et al., 2018), deployments may be particularly difficult for MLSPs. More than
half of U.S. military members are married, which equates to a large number of MLSPs facing
abnormal stressors that could adversely impact their mental health (Mansfield & Engel, 2011;
Yablonsky et al., 2016). U.S. MLSPs are now in need of mental health support and resources
more than ever before (Weiss et al., 2010).
The OPTEMPO of recent military conflicts is most easily identified as frequent
deployments, which may exacerbate preexisting mental health problems in MLSPs. Studies
shows that rates of MLSP depression, anxiety, and use of mental health services increase during
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deployment (Eaton et al., 2008; Mansfield et al., 2010; Verdeli et al., 2011). One study found
that 36.6% of MLSPs had at least one mental health diagnosis during deployment (Mansfield et
al., 2010). Based on the historical context of the military conflicts over the last two decades, it is
clear that deployment is a major player in how resilience and MLSP mental health interact.
Although the effect of military service on the psychological health of MLSPs has been
increasing since WWII (Toomey et al., 2019), the sacrifices on the home front have been largely
invisible to the country (Lapp et al., 2010). The difficulties faced by MLSPs have often been
referred to as a “hidden phenomenon” (Lapp et al., 2010, p. 46). As MLSPs navigate numerous
deployments, the uniqueness of this demographic encompasses dynamic experiences including
the culture and community in which MLSPs are called to both adapt and navigate.
The Culture and Community
Military service is more than a job; it is a complete lifestyle and culture (O’Neal et al.,
2016). The military experience includes its own set of codes, attire, behaviors, and traditions
(Meyer & Wynn, 2018), and since individuals are impacted by the communities and cultures in
which they reside, military families have their own unique cultural identity (Meyer & Wynn,
2018). The role of a MLSP in the military lifestyle is unique, as they become part of the big
military family when saying “I do” to their SM (Eubanks, 2013). Blue Star Families (BSF, 2014)
defines a military lifestyle as “one in which troops and their families live and work on military
bases, separated geographically, socially, and economically from the society they serve” (p. 6).
Active-duty military families often find themselves immersed in this culture, which shapes how
family members adjust to military life difficulties (Meyer & Wynn, 2018; Saltzman et al., 2011).
The elimination of the draft and transition to an AVF created a profound cultural shift
within the military family dynamic. This change resulted in a much smaller percentage of the
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population serving in the military, as well as an increase in the number of married SMs (Ahmadi
& Green, 2011). In 2015, an estimated 20,783,555 veterans from all war eras were living in the
US, which equated to 7% of the total population (Atuel & Castro, 2018). As veterans from
previous conflicts continue to age, the proportion of SMs in the country’s at-large population
will decrease, which will widen the gap between military cultural competence and understanding
in the comprehensive community.
This knowledge-experience gap has significant ramifications on how MLSPs seek
support and resources. As one of the largest subcultures in the country, military families often
live in every community, albeit sometimes unknown to their civilian counterparts (Cozza, 2014).
In the 2010 Census, 99% of U.S. counties reported residents that deployed with Operation Iraqi
Freedom and Operation Enduring Freedom (Meyer & Wynn, 2018). Additionally, more than
70% of military families live in civilian communities outside military installations (Clark et al.,
2013; Ross, DeVoe, Steketee, Emmert-Aronson, et al., 2020). Although approximately 33% of
the U.S. population is directly related to someone who has served in in the military (Parker,
2011), the cultural gap prevails (Atuel & Castro, 2018), creating barriers to MLSP mental health
resources and support.
The cultural context surrounding MLSPs also may involve tension between the
demanding needs of the military and their personal desire for time with their SM. Segal (1986)
described both the military and family as “greedy institutions,” as they each tend to compete for
the commitment, loyalty, time, and energy of their SM. This inherent competition can exacerbate
the stressors MLSPs face, leading to negative outcomes for military families (Segal, 1986). The
demands placed on military personnel are often necessary but may come at a personal cost to the
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SM and the family. In turn, those demands implicitly require equal commitment from the MLSP
(Drummet et al., 2004).
Profound cultural differences between each of the branches (Army, Air Force, Marines,
Navy, Coast Guard and Space Force) can also impact the experience of MLSPs (Bonura &
Lovald, 2015; O’Neal et al., 2020). For example, the average length of deployment varies
between the Army (9.4 months) and the Air Force (4.5 months; O’Neal et al., 2020). Cultural
differences are also found between the components of service, such as active duty or NG/R.
MLSPs of NG/R are geographically separated from military communities (Verdeli et al., 2011)
and therefore have less access to the voluntary programs designed to support military families.
There has also been a heavier reliance on the NG/R components than in previous conflicts
(Karakurt et al., 2013). Conversely, active-duty families are often subject to frequent moves,
geographic distance from family, and unpredictable training cycles (Donoho et al., 2018).
The concept of resilience is thought to be universal but with a caveat: individual and
cultural differences that impact resilience involve distinct historical, social, and geographical
factors (Lee et al., 2013). As a result, resilience research is now focusing more on cultural and
contextual heterogeneity related to an individual’s thriving (Ungar, 2018), which is good news
for MLSPs. Resilience-based education, programs, or applications should consider the cultural
components of a MLSP’s lifestyle. As illustrated, MLSPs represent a distinct cultural group that
may utilize protective factors by engaging resilience from within their specific sociocultural
context (Larsen et al., 2015).
The Military Spouse and Religion/Spirituality
The U.S. government and the military institution recognize the importance of spirituality
within their ranks, so R/S’s role within the realm of mental health in the military is highly
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relevant (K. H. Thomas, 2016). When considering the prominent representation of spirituality
within the culture, R/S has important ties to the military: chaplains are called to provide R/S
support to military families, many creeds or rituals invoke God or heaven, the reason for service
often originates from the concept of “For God and Country,” and SM dog tags indicate members’
religious affiliations or preferences (Besterman-Dahan et al., 2012; Malmin, 2013). Spirituality,
by means of the “domain of the human spirit,” (p. 2) is one of the three elements of the character
development model for cadets at the U.S. Military Academy West Point (Wester, 2009).
Pargament and Sweeney (2011) found that spiritual coping is particularly relevant within
the context of military service and affiliated family members. As a result, the DOD and the
Department of Veterans Affairs have implemented an Army-specific initiative to address R/S as
a large-scale preventative entitled the Comprehensive Soldier Fitness (CSF) Program. The CSF
Program is multidimensional, involving physical, emotional, social, familial, and spiritual
domains. Although the DOD cannot answer or mandate ontological questions, the CSF Program
has attempted to facilitate the individual search for truth, self-knowledge, and direction in life
(Pargament & Sweeney, 2011). The ultimate goal of the spirituality component of the CSF
Program is to “identify elements of human spirituality that are associated with strength and
resilience in the face of stress and trauma” (Pargament & Sweeney, 2011, p. 59). However, the
CSF is strictly focused on the SM and does not provide tangible application to MLSPs.
For MLSPs, the components of spirituality are vast and include the use of positive
spiritual coping mechanisms, avoidance maladaptive coping techniques, rekindling hope,
engaging in devotional activities, seeking spiritual support, participating in an R/S group, or
utilizing spirituality to find comfort and peace (Meichenbaum, 2012). Many individuals within
the warrior culture of the military lifestyle adapt and thrive by engaging resilience through
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spirituality and healthy support systems (Malmin, 2013). A more extensive exploration of R/S,
resilience, and MLSP mental health will be presented in a subsequent section of this literature
review.
Military Spouses, Adversity, and Stress
MLSPs experience unique stressors which are often unmatched by their civilian
counterparts (Carroll et al., 2013; O’Neal et al., 2020). Even prior to the most recent military
conflict, MLSPs faced depression, anxiety, and a variety of psychosomatic issues (Padden et al.,
2011). Within the last two decades, research has adjusted to the OPTEMPO of the modern
MLSP by devoting resources to studying deployment (de Burgh et al., 2011). But other
concurrent stressors on MLSPs, such as the impact of SM temporary duty assignments (TDYs),
PCSes, and normative life pressures, has been often overlooked (Green et al., 2013; Rodriguez &
Margolin, 2015).
Adversity is a term often used to indicate a stressful or negative life event (Bonanno &
Diminich, 2013; Greene, 2017; Obradović et al., 2012). It is often considered a risk factor,
(Yates et al., 2015), challenging an individual’s ability to adapt, which may result in a poor
outcome (Obradović et al., 2012). MLSP adversities manifest from a variety of sources, either
horizontally (e.g., rapid deployment), vertically (e.g., disappearance of community), or
systemically (e.g., hierarchal ranking system; Greene, 2017). Adversity can also be chronic
(distal or proximal) or acute (Bonanno & Diminich, 2013; Yates et al., 2015). Most adversity is
not static but dynamic, changing by the moment (Obradović et al., 2012). Although adversity is
an anticipated component of the MLSP experience, it still exerts far-reaching ramifications on
mental health.

52
Agazio et al. (2014) observed four major stressors MLSPs often encounter: frequent
relocation, family separation, possibility of danger to or death of their SM, and difficulty
adapting to the military as an institution. However, those four components are only the
beginning. Accumulating vulnerabilities, (Trail et al., 2015) or pile-up stress, is a phenomenon
that should be filtered through the lens of MLSP mental health (Wexler & McGrath, 1991;
Wiens & Boss, 2006). The daily demands of finances, parenting, education, career, maintaining
the household, and an unpredictable schedule can erode MLSP mental health stamina over time
(Drummet et al., 2004).
The Military Family Lifestyle Survey (BSF, 2021) remains the largest and most
comprehensive annual survey, gathering data from active-duty families, veterans, and NG/R
families. Most recent data found active-duty MLSPs designated the following as their top five
primary life stressors: civilian spouse employment challenges (44%), isolation from
family/friends (43%), financial issues/stress (39%), deployments (38%), relocation (36%),
impact of military life on children (29%) and emotional/mental health issues (23%; BSF, 2021).
National guard, reserve, and veteran families reported even higher percentages of mental health
difficulties (29%, 25%, and 28% respectively).
Many MLSPs also report emotions that include high levels of uncertainty, fear,
uncontrollability, and disorganization (Huebner et al., 2007), describing their MLSP experience
as “barely keeping their head above water” (Woodworth, 2015, p. 54). Even MLSPs of
nondeployed SMs have a greater likelihood than their civilian counterparts to be more taxed and
less resourced, leaving them highly vulnerable to difficulties when a deployment does arise
(Allen et al., 2011). MLSPs must also navigate the normative stressors that all families face, such
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as financial planning, career demands, attaining quality childcare/school resources (Drummet et
al., 2004; Trail et al., 2015), marital conflicts, and general life uncertainty (Woodworth, 2015).
Compared to SMs, MLSPs experience greater levels of emotional distress (Allen et al.,
2011; de Burgh et al., 2011). If left untreated, this stress can lead to mental health issues
(Ahmadi & Green, 2011). Toomey et al. (2019) found that MLSPs of U.S. Gulf War veterans
were at risk for both mental distress and substance abuse. The likelihood of affliction increased if
the SM developed a post-war mental disorder. Within a sample size of 1,981 deployable, activeduty, married SMs and their spouses, Trail et al. (2015) found that 39% of one or both
individuals within the couple had concerning patterns of vulnerabilities. Donoho et al. (2018)
postulated that the demands of MLSP life can result in disrupted social networks which
contributes to decreased psychological well-being, increasing the possibility of depression. A
complete exploration of the adversities that MLSPs face is beyond the scope of this study, but
the most prevalent stressors are outlined below.
Adversity #1: Deployment
In the early years of the GWOT, the paramount stressor in a MLSP’s life was deployment
(Allen et al., 2011; Baptist et al., 2011; Dimiceli et al., 2010; Faber et al., 2008; Fields et al.,
2012; Marnocha, 2012; Warner et al., 2009, Wiens & Boss, 2006). Although the OPTEMPO has
slowed slightly in recent years, it is still as major adversity for all components of military
families (BSF, 2021). These unsung heroes (Gewirtz et al., 2011) on the home front may
experience negative psychological impacts because of the stress they encounter during
deployment. Although the tides of research are slowly changing, less attention on the
psychological ramifications of deployment has been given to the MLSPs (Gewirtz et al., 2011)
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than on SMs (Anderson et al., 2013). Unsurprisingly, the toll of deployment can impact the
mental, physical, emotional, and psychological experience of MLSPs.
When a parent is absent from the household for an extended period, stress results and
creates symptoms of psychological distress (Becvar, 2013; Rodriguez & Margolin, 2015). Often,
MLSPs can be overwhelmed with the thought of running a household without the presence of
their SM (Faber et al., 2008; Lapp et al., 2010). One researcher found that the deployment
experience on the home front could be summed up in three words: “Never a break” (Lapp et al.,
2010, p. 51). The constant demands placed on military family members during deployment puts
them at greater risk for mental health diagnoses and hospitalization (Ormeno et al., 2020).
During deployment, a barrage of factors may impact a MLSP’s resilience levels,
including temporary ambiguous loss of their SM, (Boss, 2013), parenting (BSF, 2021;
Trautmann et al., 2018), total number of deployments, or cumulative months of deployment
(Lester et al., 2010, Mansfield et al., 2010). Military component, socioeconomic status, military
competence, and age of the MLSP can also influence psychological well-being during
deployment. Depression, anxiety, sleep disorders, and acute stress are the most prevalently
reported mental health issues in MLSPs during deployment (Gewirtz et al., 2011; Leroux et al.,
2016; Mansfield et al., 2010).
It is not possible to compartmentalize the deployment experience nor is MLSP adversity
limited to only the specific time in which their SM is absent. The time leading up to deployment
can also cause mental health difficulties in MLSPs, resulting in elevated levels of depression
even before the SM departs (Erbes et al., 2012). Additionally, homecoming is rarely as
picturesque as depicted by popular media, as MLSP stress levels may also be high during
reintegration.
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Adversity #2: Reintegration
The transition from deployment to reintegration is often more difficult than portrayed by
the press (Gorman et al., 2011; Huebner et al., 2007; Karakurt et al., 2013). In fact, MLSPs may
experience significant stress as they navigate a variety of readjustment issues during
reintegration (Ross, Steketee, et al., 2020; Sayers et al., 2009). Research shows that reintegration
difficulties often peak about four to nine months after the SM’s return (Marek & D’Aniello,
2014). Resources to support reintegration are most salient about four to five weeks after the
couple reunites instead of immediately upon the SM’s return or many months later when the
situation has escalated to crisis levels (Knobloch et al., 2019). Reintegration stress can impact
both a SM’s work as well as their military family’s emotional health and well-being for months,
if not years, to come (Gewirtz et al., 2011; Marek & D’Aniello, 2014).
The experience of reintegration varies among individual MLSPs. A wide range of
emotions and differing expectations among family members can complicate this delicate, highstress situation (Holttum, 2017). The challenges that accompany reintegration include role
renegotiation, parental adjustment, marital strain (Drummet et al., 2004), and a shift in social
support networks (Ormeno et al., 2020). As a result, both MLSPs and their SMs are at risk of
experiencing symptoms of depression, anxiety, and PTSD during reintegration (Drummet et al.,
2004; Gorman et al., 2011; Mallonee et al., 2020; Milliken et al., 2007; Sayers et al., 2009).
Additionally, reintegration is too complicated to simply classify as positive or negative, given
that individuals and families can experience both resilience and vulnerability simultaneously
(O’Neal et al., 2018).
A high OPTEMPO within the military unit can worsen reintegration stress. In previous
military conflicts, deployment cycles were designed to allow specified “dwell time” at home for
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the SMs, typically between 18 to 24 months. Among the current generation of MLSPs, many
have faced another deployment within nine to 12 months of the SM’s return (Paley et al., 2013).
Thus, establishing an equilibrium within a military family is exceptionally challenging. The lack
of consistency, stability, and predictability with deployment, training, TDY, and reintegration
cycles create stress on the both the couple and the individuals in the military household (Paley et
al., 2013), particularly if a PCS is also on the horizon.
Adversity #3: Permanent Change of Station
Most active-duty military families relocate (PCS) anywhere from 2.4 (Clever & Segal,
2013) to 10 times (Office of the Deputy Assistant Secretary of Defense, 2012) more often than
civilian families. On some level, most active-duty military families are prepared to relocate every
few years (J. L. Thomas et al., 2019) but often have little say in where they may be stationed
(Ziff & Garland-Jackson, 2020). This nomadic lifestyle disrupts MLSP SS networks, creating
disconnect from familiar community resources (Faulk et al., 2012).
PCSes become more stressful and can increase the risk of psychological difficulty if the
MLSP is a parent (Blakely et al., 2012) or stationed OCONUS (Burrell et al., 2006). A
qualitative narrative inquiry about MLSPs’ PCS experiences to an OCONUS location observed
six primary themes, some of which include adding stress to an already stressful situation, fear of
the unknown, seeking to create a new normal, and rebuilding SS networks (Burrell et al., 2006).
Many of these stressors are also relevant to MLSPs who PCS within the continental borders of
the US. The psychological impact of a PCS and subsequent coping strategies engaged by the
spouse elicit a very personal response, which vary from spouse to spouse (Blakely et al., 2012).
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Adversity #4: Moral Injury
A lesser-known adversity MLSPs face is MI, which encompasses the multidimensional
impacts of “perpetrating, failing to prevent, bearing witness to, or learning about acts that
transgress deeply held moral beliefs and expectations” (Litz et al., 2009, p. 700). Psychological
distress can result if one’s values have been violated, especially from a R/S perspective (Moon,
2016). Although a majority of MLSPs do not physically witness morally injurious events,
learning about MI-related combat experiences from their SM can lead to psychological difficulty
(Liebert, 2019; Litz et al., 2009). Additionally, MI can exert a powerful influence on an
individual’s resilience levels (Richardson, 2016). Fortunately, the concern about MI and the
impact on the SM and military family has not gone unnoticed (Pyne et al., 2019). When a family
is dealing with MI, communities of faith and can provide important support through a ministry of
presence (Nash & Litz, 2013).
Adversity #5: Caregiver Burden
Occasionally, MLSPs must navigate unthinkable challenges that result in SMs who
become wounded, injured, or sick (WIS), either physically, mentally, emotionally, or spiritually
(Thandi et al., 2018). Involving the MLSP in the treatment or healing of the SM is crucial
(Holttum, 2017), but supporting a WIS SM often results in greater stress, depression, anxiety,
social isolation, and chronic illness (Thanki et al., 2018). Even if SMs are below clinical
diagnosable thresholds, MLSP often listen to their experiences as a form of emotional care,
which may create stress and psychological disturbance (Aducci et al., 2011).
Caregiver burden because of a WIS SM is comparatively low compared to MLSPs caring
for children in the absence of the SM. More than 38% of military families have children ages
birth to five years, resulting in parents of young children as disproportionately represented within
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the military family demographic compared to civilians (NASEM, 2019). MLSPs must contend
with their own mental health as parents in addition to the demands of the military lifestyle (LaraCinisomo et al., 2020). During deployment, up to 74% of MLSPs self-reported that caregiver
respite or support was an “unmet need,” and 18% notated it as a “critical need.” Two thirds of
MLSPs indicated that social/recreational activities that included childcare options were unmet
during deployment, and 38% classified it as a critical need (BSF, 2021). As the cornerstone of
the military family (Green et al., 2013), some MLSP caregivers do not express their true
emotions of frustration, weariness, stress, or fear in attempts to maintain an external expression
of emotional endurance and resilience (Wang et al., 2015). A number of MLSPs feel like they
are supposed to take care of everyone else because the mission always come first (Mailey et al.,
2018).
Adversity #6: Barriers to Care
MLSPs also face several barriers to care when it comes to their own psychological health
(de Burgh et al., 2011; Mailey et al., 2018). These barriers primarily include availability,
accessibility, and acceptability (Verdeli et al., 2011). MLSPs report great difficulty making their
own health a priority due to lack of time, finances, frequent moves (Verdeli et al., 2011), or lack
of knowledge about where to get help (Gorman et al., 2011). Although many military family
initiatives have moved under military command or leadership structure, government bureaucracy
may prevent family from being at the core of military support (Clark et al., 2013). One
researcher goes so far as to say that “the military needs to fundamentally change the way they
engage and interact with families” (Clark et al., 2013, p. 111). From an accessibility standpoint,
the 2007 DOD-TFMH found that access to mental health treatment for MLSPs was significantly
lacking.
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Fourteen years later, data indicate similar trends from the MLSP perspective. BSF (2021)
reported that 46% of MLSPs indicated access to mental health as a critical need during
deployment, but 16% did not know how to utilize or find the necessary resources for mental
health support. In the same study, 21% of active-duty spouse respondents reported that they
would like to receive mental health care but did not for various reasons which include difficulty
scheduling appointments (45%), lack of childcare (40%), not knowing where to get help (26%)
and the treatment not being sensitive to MLSP needs (24%). These data are concerning, even in
light of the recent shift to more telehealth options due to COVID-19 appointment restrictions.
The Military Health System (MHS) is administered by TRICARE regional networks,
composed of approximately 380,000 civilian and military health care providers under three
programs: Prime, Select, and Extra. About 4.8 million MHS beneficiaries use TRICARE Prime
(Wooten et al., 2018). With this structure, family member mental health care is often only
available through civilian providers by way of referral from their primary care manager
(Milliken et al., 2007). This multistep process often limits rapid accessibility to high quality
mental health support for MLSPs who are emotionally or psychologically struggling (Milliken et
al., 2007; Wooten et al., 2018). The need for off-base referrals can create long wait times,
requiring MLSPs to navigate bureaucratic red tape, which can be both difficult and frustrating
(Wooten et al., 2018). In urgent situations, this can have deadly consequences for MLSPs
exhibiting severe symptoms of mental health distress.
Beyond the MHS navigational difficulties, military cultural competence of providers is
another barrier to care (Marek & D’Aniello, 2014; Tanielian et al., 2014). Some reports indicate
that only 13% of community providers are classified as “competent” in understanding military
culture, and just 23.7% of TRICARE-affiliated providers exhibit military cultural competencies.
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Only 7.7% of TRICARE non-affiliated providers demonstrate military cultural competence with
their patients (Tanielian et al., 2014). MLSPs also grapple with a wide range of health care
quality (Borah & Fina, 2017) and discontinuous care from frequent moves (Gleason & Beck,
2017).
Adversity #7: The Stigma
The U.S. military, one of the most elite fighting forces in the world, has been recognized
as possessing principles and beliefs that make it difficult to obtain mental health care (Amato et
al., 2016; Mansfield et al., 2010). This indoctrinated philosophy often manifests into a “stigma”
against mental health diagnosis and treatment (Malmin, 2013). One research study discussed that
the “recipe for being a good military wife” often includes masking emotions and being strong
(Aducci et al., 2011, p. 237). This indicates that the stigma-based attitude is also reflected within
the MLSP sector (Mansfield et al., 2010). In few instances, the tough-it-out mentality may be
effective, but long term it could lead to serious psychological dysfunction (Wilson & Murray,
2016).
Other research revealed that 28.5% of MLSPs were concerned that seeking help for their
mental health issues would have a negative impact on their SM’s career (Warner et al., 2009).
Due to the demanding nature of the military occupation, this is partially rooted in truth, as it is
unlikely that a SM would be deployed or able to do his job if the spouse was mentally struggling
or unable to care for the children. This may stall or even end the SM’s military career. Although
MLSPs are more likely to seek treatment for mental health issues compared to SMs (Eaton et al.,
2008), it is highly probable that MLSP mental health issues are an even greater concern than
reported (Mansfield et al., 2010; Van Winkle & Lipari, 2015). In an ideal world, policy would be
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in place to ensure that no veteran or family member is penalized for the psychological injuries
sustained from or exacerbated by the military life experience (Gorman et al., 2011).
Military Spouse Mental Health: Potential Negative Outcomes
Mental health is “a priori as the thoughts and feelings that comprise an individual’s level
of psychological well-being” (Salsman et al., 2015, p. 3770). As the US recently concluded
nearly two decades officially at war, MLSPs are now classified as a vulnerable population
(Blank et al., 2012; Wilson & Murray, 2016). Compared to a non-military community sample,
MLSPs report higher scores of perceived stress, which is inversely correlated with mental wellbeing (Padden et al., 2011). Unfortunately, research on mental health among MLSPs is limited
(Becvar, 2013; Voris & Steinkopf, 2019) and few interventions have been developed (Mailey et
al., 2019).
The phenomenon of “military family syndrome” was first described by Lagrone in 1978,
theorizing that military families exhibit above-average mental health issues and challenges.
Research findings now indicate similar or higher rates of mental health problems among MLSPs
when compared to SMs returning from combat (Eaton et al., 2008). Gorman et al. (2011) found
among a sample of recently deployed NG SMs, 34% of MLSPs met the screening criteria for one
or more mental health issues, and 61% reported seeking help for their mental struggles. Within a
sample of 798 MLSPs whose SMs had been deployed as a result of 9/11, 20% reported a
negative impact on their health, with 51.6% reporting anxiety and 42.6% indicating symptoms of
depression (SteelFisher et al., 2008). Another study found that perceived stress secondary to
deployment accounts for 52% of the variance in mental well-being of MLSPs (Padden et al.,
2011). The largest study done on MLSP mental health to date analyzed data of 250,626 spouses
of active-duty U.S. Army soldiers between 2003 and 2006. When the sample was adjusted for
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non-deployment, 30.5% of MLSPs received a mental health diagnosis. Unadjusted data revealed
that 34.7% of MLSPs were diagnosed with some type of mental health issue (Mansfield et al.,
2010).
In 2007, the DOD-TFMH deemed the mental health of military families a national
priority. A thorough analysis led to a concerning conclusion that the DOD lacked both funding
and personnel to adequately support the mental health needs of SMs and military families (DODTFMH, 2007). Some improvements have been made since the publication of the report, but
lapses of service persist. Additional gaps are found when exploring the mental health of MLSPs
who face ongoing difficulty. Research on mental health issues in adults typically does not focus
on the impact of prolonged stressors (Bonanno et al., 2015). Further complicating the delineation
between MLSP adversity and mental health difficulties is that the relationship between stress and
mental health is not linear, but rather a dynamic, fluid occurrence (Reutter & Bigatti, 2014). At
present, there is no systematic method in place to ensure that MLSPs presenting with depression,
anxiety, PTSD, ST, substance abuse, or suicidal ideation are directed to supportive services in a
timely manner (Donoho et al., 2018).
Depression and Anxiety
Depression and anxiety impact a disproportionate number of MLSPs. Depressive
symptoms are more prevalent in women than men (Kessler, 2003), and some studies postulate
that women are 70% more likely to experience depression over the course of their lifetime (Li et
al., 2016). As a majority of MLSPs are women (Bonura & Lovald, 2015; Lara-Cinisomo et al.,
2020; Trautmann et al., 2018), this generates concern (Verdeli et al., 2011). Understandably,
MLSPs often experience anxiety, worry, and fear during periods of military separation (Wilson
& Murray, 2016), but prevalence rates of depression and anxiety within the MLSP demographic
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vary. This variation, coupled with gaps in both the literature and interventions, warrant more
intentional exploration (Verdeli et al., 2011).
A number of MLSPs struggle with generalized anxiety disorder in conjunction with
major depressive disorder (MDD), and many cases likely go unreported (Erbes et al., 2012).
Prevalence rates of anxiety within MLSPs may range from to 17.4% (Eaton et al., 2008) to
44.2% (Fields et al., 2012). Other studies indicate that MLSPs are up to three times as likely to
become depressed than their civilian counterparts (Kessler et al., 2005; Mansfield et al., 2010),
with rates of depression comparable to SMs following combat (Hoge et al., 2004). Blow et al.
(2013) observed that 21% of both NG spouses and SMs each reported symptoms of depression.
Deployment status can also impact depression levels in MLSPs. Even before an SM
deploys, depressive symptoms in MLSPs may arise, especially for NG/R components (Erbes et
al., 2012). One research study noted that 49% of NG spouses reported pre-deployment
depressive symptoms (Collins et al., 2017). Depression in spouses of active-duty SMs tends to
increase during deployment, compared to non-deployed samples, upwards of 1.24 times
(Mansfield et al., 2010) with moderate to severe prevalence rates ranging from 25% (Mansfield
et al., 2010) to 33% (Faulk et al., 2012). About three months after redeployment and during
reintegration, approximately one third of MLSPs report moderately severe depressive symptoms
(Dolphin et al., 2015).
Demographic factors such as military branch and rank create variations in depression
among MLSPs as well. For example, Air Force spouses are less likely to screen positive for
MDD when compared to Army spouses (Donoho et al., 2018). Additionally, spouses of enlisted
SMs are more than twice as likely to screen positive for MDD when compared to officer spouses
(Donoho et al., 2018). Spouses of SMs who indicated symptoms of PTSD or alcohol use
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problems are also at greater risk of MDD (Donoho et al. 2018). If left untreated, depression or
anxiety can lead to or exacerbate PTSD and ST.
Posttraumatic Stress Disorder and Secondary Traumatization
PTSD is classified in the Diagnostic and Statistical Manual of Mental Disorders 5th
edition (DSM-5) under the category “Trauma and Stressor-Related Disorders” (American
Psychological Association, 2013, p. 271). A PTSD diagnosis is made if, after exposure to a
traumatic event, an individual meets specific numbers of symptoms within eight criterions over a
one-month duration. The symptoms must cause significant distress or impairment in important
areas of functioning (American Psychological Association, 2013).
Research on PTSD within combat veterans is abundant, but insight into the relational
components of how PTSD affects military families is at the early stages of development (Blow et
al., 2013; Diehle et al., 2017). MLSPs whose SMs have PTSD can experience emotional,
financial, and social challenges (Voris & Steinkopf, 2019). Researchers postulate that PTSD in
SMs has the potential to lead to psychological distress of the MLSP (Nash & Litz, 2013;
Renshaw & Campbell, 2011), as states of distress in MLSPs often mirror rates of distress in their
SMs (Erbes et al., 2012; Gorman et al., 2011; Hoge et al., 2004). Young women and minorities
are also more likely to develop PTSD (Shaler, 2016), which raises concern for the vulnerable
demographic of lower-ranking, lower socioeconomic status of many MLSPs. Like depression
and anxiety, prevalence rates of PTSD in MLSPs vary, ranging from approximately 7% (BSF,
2021) to 17% (Gorman et al., 2011).
A closely related issue is ST, which occurs from being in proximity to trauma survivors
and their difficulties (Diehle et al., 2017). MLSPs navigating ST may experience feelings of
stress, concern, anxiety, or severe discomfort when hearing about the veteran’s experiences,
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which Monk et al. (2017) refers to as the “contagion effect.” Thus begins a cycle of the SM’s
mental distress exacerbating the MLSP’s difficulties, which reinforces the struggles of the SM,
impacting the SM’s recovery, which places additional stress on the MLSP, and so forth (Sayers
et al., 2009). Notably, not all MLSPs are subject to developing PTSD or ST but navigating the
necessary adjustments in military life with a SM who has PTSD can cause high levels of stress,
potentially impacting overall mental health and well-being of the MLSP (Holttum, 2017).
Substance Abuse
Substance abuse and alcohol addiction among military personnel and their families is
significantly understudied (Melamed & Castro, 2011). Within the available research, the trends
of substance abuse within military populations are alarming. One study exploring the drinking
habits of MLSPs found that 62% of spouse participants reported drinking at least two to three
times per week. Additionally, 8.6% reported they needed a drink in the morning to “get going” at
a minimum of monthly, and 21.4% reported blacking out after drinking at least monthly (Blow et
al., 2013). As is the case with all mental health difficulties, MLSPs may also hide substance
abuse behaviors out of fear of damaging or hindering their SM’s career (Gewirtz et al., 2011).
Upwards of 27% of SMs engage in hazardous alcohol use (Blow et al., 2013) and as a result, a
vast majority of on-base services for substance abuse are utilized by the SMs, becoming less
available for us by MLSPs (Eaton et al., 2008). Considering these data, more proactive,
resilience-building support services need to be in place to ensure that MLSPs do not turn to
alcohol or drugs in the face of military life stressors (Ahmadi & Green, 2011).
Suicide
There are rising concerns that suicide of MLSPs has been a silent epidemic (Briggs,
2013). Suicide can be spurred by numerous factors (Holleran et al., 2016), including combat
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losses, exhaustion, loneliness, or despair (Briggs, 2013). Unfortunately, research on MLSP
suicide is the least researched of all types of MLSP psychological distress. The first attempt at
tracking MLSP suicides was just released in September 2019, based on records from 2017
(Jowers, 2019). Gorman et al. (2011) reported that 10% of MLSPs expressed suicidal ideation.
More recently, BSF (2021) found that within the last 12 months, 4% of both active-duty SMs and
active-duty MLSPs had suicidal thoughts.
The rate of SM suicide impacts MLSP suicide. Pre-9/11, suicides among active-duty U.S.
SMs were consistently 25% lower than the civilian population but have since surpassed the
civilian rate (K. H. Thomas et al., 2015). Veteran/SM suicide is an unmatched tragedy with grave
ramifications on survivors. One suicide in the family boosts future suicide risks for everyone else
in that family unit (Briggs, 2013). The military recognizes that veteran/SM suicide is a serious
threat, and as a result, has implemented preventatives, including the completion of a postdeployment health assessment within 30 days of return, and another assessment within 90 to 180
days. However, some researchers posit that the military’s approach to suicide focuses on
prevention and risk factors instead of proactivity and resilience (Holleran et al., 2016). Although
the DOD is working to reduce SM suicide rates, it has yet to fully address MLSP suicide
prevention.
Protective factors against suicide include SS, responsibility to family, life satisfaction,
positive coping skills, and spirituality (Posey, 2009). Many of these characteristics overlap with
resilience (Richardson, 2016; Salsman et al., 2015). Perhaps resources, hope, understanding, and
additional awareness (Posey, 2009) through resilience-cultivating interventions is the key, not
only to reduce the silent epidemic (Briggs, 2013) of MLSP suicide but also other prevailing
negative mental health outcomes.
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Resilience: History, Background, and Research
Resilience is one of the newest theories within the field of psychology. This complex,
powerful phenomenon finds its roots within the soul of every person (Richardson, 2016). Over
the last few decades, research has portrayed resilience as a multidimensional characteristic that
varies with context, time, age, gender, culture, genetics, economic, social, and developmental
variables (Connor & Davidson, 2003; Southwick et al., 2014). Although some individuals may
appear more naturally resilient than others, embracing and understanding that the resilience
process can be taught could result in higher levels of emotional well-being in the face of life
trauma or stress (Joyce et al., 2018; Melamed & Castro, 2011; Walklate et al., 2014).
Resilience varies between individuals (Malmin, 2013; Southwick et al., 2014) based on
beliefs, history, risk or protective factors, and innate motivation (Richardson, 2016). It is also
important to understand that resilience cannot be viewed as binary, either present or not
(Southwick et al., 2014; Van Winkle & Lipari, 2015), but rather as a process along a continuum.
Harnessing resources through resilience to sustain well-being within a system is key to
successfully adapt to disturbances (Southwick et al., 2014). Due to the complex and
multidimensional nature of this concept, debate persists surrounding the most accurate,
comprehensive definition of resilience.
Definition: Resilience
Many definitions capture a generic concept of resilience, but the vast, diverse differences
that shape it (Joyce et al., 2018) provide an opportunity to ponder the ever-increasing validity of
resilience when facing difficulty or stress. Some researchers postulate that landing on a single
definition is not necessary to determine the salience of resilience, but instead they encourage a
focus on the core meta-message that experiencing adversity or trauma does not automatically
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equate to pathology (Sippel et al., 2015; Southwick et al., 2014). Contemporary definitions of
resilience refer to an outcome or a process rather than the trait of the individual (Richardson,
2002; Van Hook, 2019; Verdeli et al., 2011).
Many researchers adhere to a very basic definition of resilience as successful adaptation
in the face of adversity (American Psychological Association, 2012; Meichenbaum, 2012;
Richardson, 2016). Others assert that defining resilience is much more complex (Southwick et
al., 2014) and must include physical or social ecologies (Ungar, 2018). Resilience is a “stretchy
and pervasive concept” (Walklate et al., 2014, p. 410), encapsulating the “bounce-back” factor
(Becvar, 2013;). Some researchers theorize that resilience is not simply returning to pre-adversity
homeostasis (Richardson, 2016) but experiencing personal growth (Boss, 2006) through renewed
energy and function (Dwivedi, 2016). Yet others believe resilience goes beyond the individual
creating meaning and purpose within life for self and others (Van Hook, 2019).
Despite the variations within the definition of resilience, some commonalities arise. First,
a stressor or adversity must be present for resilience to occur (Luthar, 2015), because without a
demonstrated risk, there is no opportunity for resilience (Dwivedi, 2016). Secondly, resilience
focuses on well-being, personal growth, and successful function after facing the aforementioned
adversity (Luthar, 2015; Richardson, 2016; Southwick et al., 2014; Van Hook, 2019). Finally,
there is no single pathway of resilience, which likely originates from its complex history.
History and Background of Resilience
Resilience has been an important component of human existence for centuries, but only
in recent decades has it “gained currency as a psychological construct” (Bonanno & Diminich,
2013, p. 378), making profound theoretical and empirical strides (Masten et al., 2015). Although
the paradigm shift from focusing on pathology to capitalizing on strengths and resources is
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relatively novel (Bolton et al., 2017), resilience is not a new concept when viewed from the
backdrop of society. For decades, the capabilities of individuals to “pull oneself up by the
bootstraps” has been a powerful part of stories, art, and literature (Greene, 2017). Since the turn
of the 21st century, resilience has impacted social work, psychology, pediatrics, psychiatry,
family therapy, counseling, disaster preparedness and response, child welfare, humanitarian aid,
and services for military families (Masten, 2018).
Resilience is not simply a “repackaging” of static risk and protective factors but is a new
and powerful concept within psychology (Bonanno et al., 2015; Rutter, 2006). It recognizes the
variations within individual response to adversity and explores the process which can elucidate
innovative interventions and treatment options. Unlike other models of helping that involve the
traditional medical approach seeking to eliminate disease or distress, resilience models possess
the primary goal of promoting health and well-being (Yates et al., 2015). Resilience literature
also presents a variety of theoretical approaches (Larsen et al., 2015). Some scholars have
emphasized a biopsychosocial perspective to understand individual resilience (Davydov et al.,
2010), yet others advocate for understanding family level resilience (Walsh, 2016) or social,
community and relational resilience (Ungar, 2011; Walklate et al., 2014). Other types of
resilience research found within the literature include salutogenesis (Antonovsky, 1987) and
positive psychology (Seligman, 2011).
Resilience is a difficult construct to quantitatively capture. It is typically limited to a
catchall concept seeking an explanation of why some individuals cope more effectively with life
stressors than others (Van Winkle & Lipari, 2015). This is further complicated since resilience
changes over time based on experience and circumstances (Van Winkle & Lipari, 2015),
occurring in a non-linear fashion (Bonanno et al., 2015). Resilience is earmarked by three pivotal
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parts: better-than-expected developmental outcomes despite the high-risk status, sustained
competence under stress, and eventual recovery from trauma (Werner, 1997). By framing
resilience in a proactive context, hardship can be viewed as an ever-present partner in the face of
adversity, leading to an individual’s sense of self-efficacy and confidence (Van Hook, 2019). As
resilience develops, future stressors are less likely to be disruptive (Richardson, 2002). In
essence, resilience begets resilience.
Applying resilience to both educational and practical frameworks can create a means for
nurturing an individual’s resilience (Richardson, 2002). In a panel discussion about resilience,
Dr. Rachel Yehuda said, “To me, resilience involves an active decision, like sobriety, that must
be frequently reconfirmed. That decision is to keep moving forward” (as cited in Southwick et
al., 2014, p. 3). This postulation is particularly salient to MLSPs, as they must regularly make the
decision to “keep calm and soldier on” during adversity. Ultimately, knowledge connecting
resilience to psychological health is clinically critical to efficiently and effectively target
behaviors related to positive mental health outcomes in military personnel, MLSPs, and their
families (Morgan et al., 2017).
Resilience and the Military Spouse
Since September 11, 2001, resilience research has expanded significantly. Researchers
now know that resilience is greater than recovery and more common than previously assumed
(Boss, 2013). Historical patterns show that resilience research spiked after major military
conflicts, namely WWI, WWII, and the onset of the GWOT (Masten, 2018). Research exploring
connections between military families, resilience, and mental health continues to emerge with
surprising results, implying that psychological resilience may be an important protective factor in
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an individual’s ability to successfully cope with the stresses of military life (Lee et al., 2013;
Monney, 2019).
The MLSP life is a double-edged sword. MLSPs face a vast number of stressors, and
some demonstrate remarkable resilience despite adversity (Lucier-Greer et al., 2014; Tan, 2013).
Some MLSPs utilize the stressors as an opportunity to become stronger (Runge et al., 2014) and
engage personal growth (Borah & Fina, 2017), yet other MLSPs experience stress that adversely
effects their personal or familial health (Marek & D’Aniello, 2014). The DOD determined that
while 74% of MLSPs experience personal growth after facing adversity (Tan, 2013), the
prevalence rate of negative mental health issues is higher than their civilian counterparts
(Mansfield et al., 2010). Unfortunately, many MLSPs are ill-equipped or lack the general
knowledge about how to effectively cope with the stressors they encounter (Bauer et al., 2018;
Mansfield et al., 2010).
Resilience interventions targeting mental health have not yet been fully applied within the
MLSP demographic and thus, understanding is limited (Melamed & Castro, 2011; Riggs &
Riggs, 2011). Literature examining resilience-enhancing factors in MLSPs is still in its infancy
(NASEM, 2019). Although resilience is a heavy focus within military programming (Holleran et
al., 2016), a large majority of those programs focus on the SM, leaving the MLSP as an ancillary
component (Anderson et al., 2013). Interventions that focus on the resilience of the MLSP
instead of on reactive intervention or risk-factor reduction could change the tides of mental
health issues among this population (Green et al., 2013; Lee et al., 2013; Saltzman et al., 2011).
Numerous studies have found that resilience is emotionally and psychologically
significant within females. Moelker and van der Kloet (2006) suggested that the “resilience of
the women” (p. 221) is noteworthy and powerful. Early researchers within the resilience field
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found that females have a surprising proclivity for resilience (Rutter, 1987; Werner, 1997).
Given that a vast majority of MLSPs are female (Borah & Fina, 2017; Lara-Cinisomo et al.,
2020; Trautmann et al., 2018), resilience holds promise in the realm of MLSP mental health
outcomes (Weiss et al., 2010).
However, there are numerous moderating factors that may impact the resilience process
in various populations (van Breda, 2018). These factors must be addressed since resilience
cannot be a “stand alone” component of mental health intervention, and resilience levels may be
limited within certain contexts (Rutter, 2006). Within MLSPs, limitation from deployment
should be considered. Van Winkle and Lipari (2015) found that stress levels of MLSPs increase
during the initial deployment, then decrease after approximately two deployments. This trend
could indicate that resiliency builds up as MLSPs acclimate and gain competence with each
deployment experience. However, stress levels within MLSPs again begin to increase after
several subsequent deployments, which may indicate that resiliency has limitations over time
(Van Winkle & Lipari, 2015).
To compensate for limitedness of resilience over time, a systems approach is
recommended. Other variables may aid in countermanding resilience limitations in some areas
creating a more balanced, mentally healthy approach to adversity. MLSPs often find themselves
embedded in a variety of systems, including marriage, parenting, geographic culture, the military
culture, company or unit-level military, SS networks, and various R/S communities. Resilience
of one system depends on the resilience of the interacting systems (Masten, 2018) and may be
influenced by relationships, either for better or worse (Boss, 2013; Luthar, 2015). Innate
characteristics may aid in the resilience of MLSPs, including optimism (Blank et al., 2012),
sense of mastery, R/S, and sense of pride in the military mission (Riggs & Riggs, 2011).
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As researchers continue to identify protective factors against developing mental disorders
through adaption to adversity, the field of resilience research continues to expand (B. W. Smith
et al., 2012). Resilience is a capacity in every human which engages the psyche, mind, and soul
(Dwivedi, 2016; Richardson, 2002; Richardson & Waite, 2002). Thus, an opportunity arises for
psychoeducation, training, and resilience cultivation for those who experience negative mental
health outcomes from the weight of adversity. Applying resilience through educational programs
can be effective, but like many experiences within psychology and counseling, resilience cannot
be taught in a vacuum (Richardson, 2002).
Exploring Connections to Religion/Spirituality
Since the beginning of creation, R/S has played a powerful role in the human experience.
Today, spiritual feelings and awareness are an important part of the everyday lives of numerous
individuals (Underwood & Teresi, 2002). R/S is an intricate construct that describes people’s
fundamental beliefs, which form attitudes and behaviors across many different cultures
(Baumsteiger & Chenneville, 2015). The complexity of R/S is similar to resilience as researchers
wrestle with definitions and the tension of incorporating R/S into clinical practice to offset
psychological distress.
Definitions: Religion and Spirituality
When defining R/S within the field of psychology, one thing can be agreed upon: people
have never actually agreed on a single definition (Pargament, 1999). The long-standing history
and interwoven ties between both religion and spirituality create definitional difficulty. Although
religion and spirituality are often linked together in research studies, in recent years they have
become more delineated from one another in both definition and practice (Reutter & Bigatti,
2014).
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Spirituality is a complex phenomenon (Mehrotra & Tripathi, 2016) with upwards of 200
definitions (Underwood, 2006). The root of the word spiritual is the Latin word spiritualis,
which is derived from the Greek word pneumatikos. In this context, it describes someone who
possesses the spirit of God within him or her (Sheldrake, 2013). Spirituality can create a deep,
rich appreciation to the point that the spiritual seeker may experience sanctity (Amato et al.,
2016) or a connection to something greater than oneself (Liebert, 2019; K. H. Thomas, 2016;
Underwood, 2006). Several researchers postulate that spirituality involves an individual,
personal journey to greater understanding (Hood et al., 2018; Moreira-Almedia et al., 2006;
Pargament & Sweeney, 2011), yet mental health professionals tend to focus more heavily on the
experiences and feelings that accompany spirituality (Hood et al., 2018).
One of the most striking definitions of spirituality found within the literature is “an
ongoing search for the sacred” (Pargament, 1999, p. 9). Some emphasize spirituality as the
search for meaning, purpose, or fulfillment as individuals explore their feelings and interactions
with other people or God (Baumsteiger & Chenneville, 2015; Malmin, 2013). Reutter and Bigatti
(2014) defined spirituality as the “ordinary, everyday spiritual experiences that transcend specific
religious traditions, orientations, or denominations” (p. 56). They posit that spirituality is
typically conceptualized as internal, personal, subjective, and private. Spirituality informs a
person’s values and expectations, serving as a vital resource for human development (Pargament
& Sweeney, 2011). It also offers a viable alternative for stress management and inner healing,
particularly for those who hold a faith-based orientation. Spirituality can be expressed in a
variety of ways, such as art, song, poetry, religious customs (Dein et al., 2010), prayer, ritual,
mindfulness, or connecting with others (Nita, 2019).
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Many view spirituality as an individual expression that speaks to higher capacity
(Pargament, 1999) when compared to the more typical corporate mentality of religion. As such,
people sometimes describe themselves as “spiritual but not religious,” which suggests that
spirituality may be more inclusive than religion (Baumsteiger & Chennevillle, 2015; Becvar,
2013; Dein et al., 2010). However, when spirituality is taken completely out of the religious
context, it becomes so vague that it is nearly meaningless (Underwood, 2006). Ultimately,
spirituality and religion are closely related, as “spirituality is the heart and soul of religion”
(Pargament, 1999, p. 13).
Like spirituality, religion encompasses numerous aspects of the human existence (Ng et
al., 2017). At a foundational level, religion is a multidimensional sociological term referring to
an organized, corporate system of beliefs or practices, often including rituals or ceremony with
the goal of connecting with a higher power (Dein et al., 2010; Hood et al., 2018; MoreiraAlmedia et al., 2006). Religiosity, the scientific term to measure religion within research, is the
“degree to which a person adheres to religious values, beliefs, and practices,” conceptualized in
terms of “collective, institutional, visible, and public factors” (Reutter & Bigatti, 2014, p. 56).
Religion may involve different denominations or affiliations (Hood et al., 2018) with an
unspoken aim to facilitate and guide spirituality through relationship with the sacred (Pargament
et al., 2013). It often represents an expression of the spiritual relationship in community shared
with other individuals who believe in similar components of transcendent reality (Canda et al.,
2019). For the purposes of this study, the concept of religion and spirituality will be grouped
together, given that they often exert similar influence on mental health. Notably, both historical
context and emerging research continue to inform the theoretical and operational applications of
R/S.
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History and Background: Religion and Spirituality
For thousands of years, communities have relied on ritual practices of R/S to express
needs, community, and commitment (Pargament, 2013). More than 90% of the world’s
population is involved in some form of religious or spiritual practice, and only 0.1% of the
populations in many Middle Eastern and African countries classify themselves as nonreligious
(Koenig, 2009). Out of the 238 countries, regions, and self-governed territories researched, only
eight had populations where more than 25% of individuals reported they were not religious. It
should be noted that within those eight outlier regions, governing authorities had placed
limitations on religious freedom (Koenig, 2009). Within the US, R/S appears important to most
individuals. Data indicate that between 83% of U.S. adults are “absolutely” or “fairly” certain
that God exists (Wormald, 2015), and up to 94% of Americans reported belief in God (Newport,
2016). A Gallup poll found that 77% of U.S. citizens identify as Christian (Newport, 2012), and
nearly three-quarters of Americans report that religion is important in their lives (Brenan, 2018).
In light of this information, it is not surprising that people often seek R/S as one of the
first resources when faced with potentially traumatic life events or significant adversities
(Ramsay, 2019; Sharma et al., 2017). After the September 11 terrorist attacks that took 2,996
lives, one study found that 90% of people coped with the stress by turning to religion (Schuster
et al., 2001). This was the second most commonly used strategy to endure the aftermath of the
terrorist attacks, the first of which was SS (Schuster et al., 2001). In the week that followed the
attack, 60% of Americans attended a religious or memorial service, and Bible sales rose by 27%
(Van Biema, 2001).
For more than a century, researchers and theorists have been exploring why people
involve themselves in religious life as well as the positive outcomes may result (Pargament,
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2013). R/S is interwoven with the physical body as well as mental and emotional processes, so it
is important not to consider them as separate entities but as one (Koenig, 2009). Relatedly, R/S is
not context free but always evolves within the context of other constructs, including social and
cultural forces (Pargament, 2013). More recently, emerging research now indicates that
appropriate use of R/S in times of stress or transition can also result in significant, optimistic
outcomes within mental health.
Religion/Spirituality and Mental Health
Attempting to quantify the impact of R/S on specific populations is an arduous
undertaking and goes beyond simply counting religious behaviors (Levin, 2010). Research on
coping has often neglected the role of R/S to deal with the stress of life (DeAngelis & Ellison,
2017). Considering R/S is part of the cultural context in which mental illness occurs, assessing it
is essential to understanding the whole individual’s needs and struggles (Weber & Pargament,
2014). A number of research studies have found evidence that R/S is a potentially powerful yet
highly underutilized tool in the realm of mental health care and recovery (Dein et al., 2010;
Levin, 2010; Koenig et al., 2014; Mahoney, 2010; K. H. Thomas, 2016). The impact of R/S
outcomes within research include group connectedness, positive emotions, and faith, all of which
buffer against psychological stress (Levin, 2010; Reutter & Bigatti, 2014). Research studies
continue to illustrate correlations between R/S and resilience through coping, development of
meaning, purposes in life, dispositional gratitude, and optimism (Koenig et al., 2014; Sharma et
al., 2017).
Engaging in R/S practices has been shown to reduce the vulnerability to depressive
symptoms and substance abuse, while increasing the propensity for positive SS, appraisal of life
events, and more effective coping (T. B. Smith et al., 2003). However, this does not mean that
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individuals who ascribe to R/S do not become ill, but those with higher levels of R/S often reflect
lower rates of symptomology or higher overall rates of well-being (Levin, 2010). Reutter and
Bigatti (2014) observed that when analyzed separately, both religion and spirituality moderate
the relationship between stress and psychological function. They also suggested that spirituality
partially mediates the relationship between stress and psychological health as higher spirituality
was affiliated with lower perceived stress and better psychological health.
Religious service attendance also affects mental health and well-being of individuals
(VanderWeele, 2018). In a 16-year study with a sample size of 89,708, researchers found that
participants who attended religious services regularly were 27% less likely to become depressed
(Li et al., 2016; VanderWeele et al., 2016). Additionally, women who attended religious services
more than one time per week experienced a 33% lower mortality risk (Li et al., 2016). Another
study substantiates these data, indicating that regular church service attendance was associated
with a reduced risk of lifetime depressive illness, PTSD, alcohol use disorder, and suicidal
ideation (Balbuena et al., 2013).
Distinct aspects of R/S may be affiliated with depression differently (Li et al., 2016).
Numerous studies have yielded inverse relationships with R/S and depression (Balbuena et al.,
2013; Ganocy et al., 2016; Salsman et al., 2015; T. B. Smith et al., 2003). When exploring the
relationship between of R/S and depression, Miller et al. (2012) found that those individuals who
were high risk for developing depression (e.g., those who have a parent with depression) who
self-reported high levels of R/S had a 75% less chance of developing depression compared with
those who had lower R/S ratings. Additionally, those who engaged in frequent R/S practices had
a 10% reduction of depression recurrence.

79
Research illustrates similar positive effects of R/S on other mental health afflictions
beyond depression. In a literature review conducted by Khalaf et al. (2015), certain aspects of
R/S interventions demonstrated a protective impact on generalized anxiety disorder. Researchers
have recommended that mental health clinicians consider devising faith-based interventions to
support those struggling with state or trait anxiety (Steiner et al., 2017). R/S may also buffer
against and promote recovery from PTSD, particularly in samples of military personnel (Currier
et al., 2014; Sharma et al., 2017). Park et al. (2017) found positive R/S coping related to
posttraumatic growth in a sample of 630 veterans. A number of researchers postulate that R/Sbased therapies are alternative or additional treatment options for PTSD in military populations
(Currier et al., 2014; Park et al., 2017; Sharma et al., 2017).
Research also indicates the robust reduction of suicide in those who self-report
themselves as spiritual or engage in various R/S practices, both within civilian (Rasic et al.,
2011; VanderWeele et al., 2016) and military populations (Ganocy et al., 2016). In a 10-year
study, respondents aged 30 and above who attended religious services at least once per year had
threefold decreased odds of suicide attempts (Rasic et al., 2011). When analyzing women-only
populations, suicide reduction rates are even greater (Rasic et al., 2011). In the study of 89,708
nurses over 16 years, researchers found that weekly or more frequent attendance of religious
services was associated with a fivefold lower rate of suicide compared to those individuals who
never attended religious services (VanderWeele et al., 2016).
Research has also found that chaplains and pastors can be a helpful connection between
R/S and mental health for MLSPs. This resource is often more readily accessible than a
counselor or military behavioral health specialist in times of mental health crisis, so it is
important that community-based R/S leadership is fully equipped to respond swiftly and
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appropriately (Amato et al., 2016) to military-affiliated congregants struggling with suicidal
ideation or other mental health difficulties. Pastors can take a proactive stance to offer mental
health support by engaging resilience from R/S practices in times of difficulty, especially as
MLSPs wait to see their referred mental health provider.
The Challenge and Ethical Implications
The role of R/S in patient care and medicine has long been complicated and
controversial. While both military and civilian practitioners are willing to address difficult,
sensitive topics such as sexual abuse, trauma, and addiction, they are still very hesitant to broach
the topic of spirituality (Nita, 2019; VanderWeele, 2018). The concept of R/S as an ethical
minefield can hinder the potential healing power it possesses (Nita, 2019). However, the research
clearly indicates potential for R/S interventions within mental health, and studies have found an
innate desire from patients for such approaches. Most individuals receiving mental health
services indicate a preference for discussing spiritual issues (Steiner et al., 2017). Although some
mental health study participants indicate no belief in God, many respondents still report a
surprising amount of R/S coping techniques (Exline, 2013).
Given the embedded connection between R/S and military culture, the military
demographic presents an opportunity for R/S as a means of resilience for mental health
intervention. In a cross-sectional survey of 670 outpatients at a military medical hospital, 87%
endorsed a Christian religious affiliation, 91% reported belief in God, and 53% shared that they
attend religious services at least a few times per month (McLaughlin et al., 2010). Researchers
concluded that military SMs and their families may use R/S as a coping mechanism when facing
adversity or health challenges. They recommended that options for R/S integration into the MHS
be offered to patients (McLaughlin et al., 2010).
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Within therapy and counseling, religious preference is now included on intake forms.
Therapy which engages a holistic approach and integrates religion or faith within the treatment
experience is an effective, valid option for those individuals who desire spiritual incorporation
(Malmin, 2013; Shaler, 2016). Although clinicians may not necessarily promote faith or prayer
within the counseling experience, they can recognize that R/S plays a powerful role in the lives
of some patients (Koenig, 2009; Malmin, 2013). Unfortunately, a prominent gap persists
between mental health clinicians and their patients in the area of R/S integration (Dein et al.,
2010). At a minimum, practitioners should consider the important contribution R/S can make to
mental health (Weber & Pargament, 2014), particularly in MLSP populations.
The Intersection: Resilience, Religion/Spirituality, and the Military Spouse
R/S has the potential to influence MLSP coping abilities (Braun-Lewensohn & Bar,
2017; Mahoney, 2010; Sharma et al., 2017) through resilience. However, research that explores
R/S and resilience within military populations is relatively new, exhibiting limited publications
(Ganocy et al. 2016), even though SM spirituality is a central tenet of military resilience training
and programming (Pargament & Sweeney, 2011; Sharma et al., 2017). R/S is the lowest level of
endorsement when compared to other indicators of assessed resiliency in military populations
(Pflieger et al., 2019), which creates opportunities for further exploration. Applying resiliencebased R/S interventions to MLSPs’ mental health sounds idyllic, but the logistics are muddy
when working with the entire institution of the military structure (Moon, 2016).
There has been long-standing conflict and mistrust between clergy and mental health
clinicians (Sullivan et al., 2014). Many attribute this rift to Sigmund Freud, as in 1907, he
described religion as “universal obsessional neurosis” (as cited in Levin, 2010, p.104). Freud’s
atheistic stance was quickly and widely adopted by practitioners. As mental health was
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medicalized, it alienated a large number of clergy who viewed psychiatry as dangerous (Weber
& Pargament, 2014). Today, psychologists tend to be considerably less theistic than the general
U.S. population (Pargament, 2013). Although about 90% of the population in the US self-report
belief in God, only 24% of clinical and counseling psychologists report similar beliefs
(Pargament, 2013). As a result, many counseling clinicians neglect R/S as a valid coping
mechanism (Pargament, 2013). However, those trends are slowly beginning to reverse as the
field of psychiatry is becoming more receptive to R/S-based interventions (Khalaf et al., 2015;
Sharma et al., 2017; Weber & Pargament, 2014). R/S is gradually being recognized as an
important component of health and resilience that can contribute to a patient’s overall well-being
(Sullivan et al., 2014).
Historically, implementing R/S within the military has been mired in controversy
(Pargament & Sweeney, 2011), and questions pervade how to integrate R/S on mental health
(Sullivan et al., 2014) through resilience within military populations. Current trends reflect this
difficulty. Although SMs tend to dedicate more time to Bible study and prayer while deployed,
some MLSPs skip church and experience periods of doubt due to lack of time, loneliness, or
mental health issues (Shellnutt, 2013). The stress brought on by military life can do one of two
things: it can either draw MLSPs deeper into their transcendental journey with the sacred
(Pargament, 2013), or it can cause them to question and fall from faith (Shellnutt, 2013), thereby
increasing mental health difficulties. Emerging literature continues to surface highlighting the
link between R/S, resilience, and mental health.
Current Research Trends
The connection between R/S and resilience is often implied due to overlapping outcomes
(Mehrotra & Tripathi, 2016), and more studies are emerging which illustrate parallels between
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R/S and resilience (B. W. Smith et al., 2012) on mental health. For military personnel and their
families, one mental health strategy focused on building resilience (DOD-TFMH, 2007), chiefly
because “resilience occurs as part of what the MLSP does and what the MLSP is” (Villagran et
al., 2013, p. 778). Various research validates this pathway, finding connections between R/S,
resilience, and better-than-expected mental health outcomes (Holleran et al., 2016; Mehrotra &
Tripathi, 2016; Reutter & Bigatti, 2014; L. Smith et al., 2013). Research exploring the impact of
short-term military separation concluded that MLSP depression scores were positively correlated
with perceived stress scores and negatively correlated with resiliency scores (Oblea et al., 2016).
As aforementioned, MLSPs are strikingly diverse and complex, which creates the need
for flexible and adaptive programs of support (Cozza, 2014). Part of the “staying power” of R/S
is that it serves many potential purposes and can meet the needs of a diverse population
(Pargament, 2013). There is evidence that women are typically higher in mean levels of R/S and
subsequent mental health connections, reporting greater positive R/S coping compared to men
(Park et al., 2017; McLaughlin et al., 2010). For those MLSPs who embrace R/S, Malmin (2013)
posits that “God is still in the spirituality business of helping those who want and seek help” (p.
756).
MLSPs can utilize a variety of R/S techniques to engage resilience during times of
adversity, such as prayer, (Baptist et al., 2011; Liebert, 2019; Merolla, 2010), spiritual
conversations with their SM (Merolla, 2010), or SS in a R/S community (Lee et al., 2013; Sippel
et al., 2015). Baptist et al. (2011) found that one of MLSPs’ most powerful coping mechanisms
during deployment was strength of faith, which included both faith in the military as well as
spiritual faith. MLSPs who can find strength through R/S during military challenges report their
faith grows in the difficulties (Baptist et al., 2011; Marnocha, 2012). Given that MLSPs often
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require high levels of support, resources that equip this demographic to cope (Drummet et al.,
2004; Weiss et al., 2010) by engaging R/S create innovative avenues for better-than-expected
mental health outcomes (Agazio et al., 2014).
Multiple examples of R/S principles illustrate how difficulties in life can lead to
resilience and posttraumatic growth (Tan, 2013). Attributes of resilience include problemsolving, self-regulation (often by means of meditation or prayer), hope, faith, and a sense that life
has meaning (Masten, 2018). These frequently parallel R/S characteristics. In a resiliency
education program, Richardson and Waite (2002) received feedback from participants that
presented striking similarities to R/S elements. Participants remarked that the program gave them
a sense of control in the wake of adversity, created a protective spiritual coat of armor that
helped one walk peacefully through chaos, facilitated rediscovery of purpose, reduced fear, and
stimulated hope. The latter attribute, hope, is a major component of resilience (Southwick et al.,
2014).
Hope is defined as “belief in a future good” (Boss, 2013, p. 292) and is foundational for
many individuals who ascribe to R/S. Some individuals demonstrate greater resilience because of
their ability to hang onto a sense of hope that creates meaning amid adversity, even when no
tangible solution is available (Boss, 2013). Without meaning, there is no hope, and without hope,
there is no resilience (Boss, 2013; Southwick et al., 2014; Werner, 1997).
Through this lens, MLSPs may face significant adversity, but they can experience greater
peace and healthy daily function with the knowledge of the loving eye of a deity who cares for
them (DeAngelis & Ellison, 2017). Individuals who believe God controls life outcomes can more
effectively and positively interpret traumatic experiences, even if He does not completely
alleviate the adversity (L. Smith et al., 2013). Although not all MLSPs ascribe to Christianity,
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data indicate that anywhere from 77% (Newport, 2012) to 87% (McLaughlin et al., 2010) of U.S.
residents and military personnel endorse a Christian religious affiliation. Therefore, this review
of the literature would be incomplete without a brief exploration from the Christian worldview.
From a Christian Worldview
Many attributes of Christianity as highlighted in scripture also overlap with required
characteristics of MLSPs (see Table 2.1). For example: MLSPs are often called to engage their
inner strength and courage, and scripture frequently emphasizes this, not necessarily in one’s
own power, but from faith and trust in God. The omnipresence of God is also particularly salient
for the transient lifestyle of a MLSP. The unpredictability of MLSP life is countermanded in
scripture, speaking of God’s ultimate plan and purpose for those who believe in Him. As alluded
to in the previous section, hope is a foundational component not only of resilience, but also
within the Christian lifestyle. Hope is an empowering concept that is be pivotal to mental health
of Christians and MLSPs.
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Table 2.1
Connecting Scripture to the Military Spouse Lifestyle
MLSP
lifestyle trait
Strength and
courage

Connecting Scripture

“Be strong and very courageous. Be careful to obey all the law my servant
Moses gave you; do not turn from it to the right or to the left, that you may be
successful wherever you go.” –Joshua 1:7
“Be strong and courageous. Do not be afraid or terrified because of them, for
the Lord your God goes with you; he will never leave you nor forsake you.”
–Deuteronomy 31:6
“I can do all this through him who gives me strength.” -Philippians 4:13
“Wait for the LORD; be strong and take heart and wait for the LORD.”
–Psalm 27:14
“For God has not given us a spirit of fear and timidity, but of power, love, and
self-discipline.” –2 Timothy 1:7
Mobile,
“The LORD himself goes before you and will be with you; he will never leave
transient
you nor forsake you.” –Deuteronomy 31:8a
lifestyle
“And surely I am with you always, to the very end of the age.” –Matthew
28:20b
“But you will not leave in haste or go in flight; for the LORD will go before
you, the God of Israel will be your rear guard.” –Isaiah 52:12
By faith Abraham, when called to go to a place he would later receive as his
inheritance, obeyed and went, even though he did not know where he was
going. –Hebrews 11:8
Unpredictable “‘For I know the plans I have for you,’ declares the LORD, ‘plans to prosper
future
you and not to harm you, plans to give you hope and a future.’” –Jeremiah
29:11
“And we know that in all things God works for the good of those who love
him, who have been called according to his purpose.” –Romans 8:28
“Many are the plans in a person’s heart, but it is the LORD’s purpose that
prevails.” –Proverbs 19:21
Need for hope “Not only so, but we also glory in our sufferings, because we know that
suffering produces perseverance; perseverance, character; and character,
hope.” –Romans 5:3-4
“…but those who hope in the LORD will renew their strength. They will soar
on wings like eagles; they will run and not grow weary, they will walk and not
be faint.” –Isaiah 40:31
“Be joyful in hope, patient in affliction, faithful in prayer.” –Romans 12:12
Why, my soul, are you downcast? Why so disturbed within me? Put your hope
in God, for I will yet praise him, my Savior and my God. –Psalm 42:11
Note. From The Holy Bible, New International Version, 1978/2011).
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Resilience is also a reoccurring theme within the lives of Christians throughout history.
Biblically, key characters faced incredible adversity and yet, due to their faithfulness in God,
“bounced back.” Some examples include Abraham, Noah, Job, Joseph, Moses, Joshua, David,
Rahab, Ruth, Paul, Peter, James, and the ultimate illustration of resilience, Jesus Christ. For
those MLSPs who ascribe to Christian R/S beliefs, understanding, embracing, and growing
within a Christian worldview approach to resilience substantiates not only past historical
experiences but also strengthens against future adversities.
The Next Steps
Previous research indicates that R/S can be utilized as a protective factor from negative
psychological or emotional outcomes (Olson et al., 2018) within military populations under
stress (Everson et al., 2017). A paramount benefit of applying R/S via resilience to mental health
the strategy of MLSPs is the innate accessibility. Unlike many other coping mechanisms, R/S is
“available to anyone at any time, regardless of financial, social, physical, or mental
circumstances” (Koenig, 2009, p. 285). Pflieger et al. (2019) recommended researchers and
clinicians explore how R/S may be utilized within the context of resilience among military
families, especially for those who experience high levels of stress
The next steps of resilience-based R/S interventions within MLSP mental health are vast.
One suggestion is to emphasize a strength-based, resilience-building approach when working
with MLSPs, as opposed to treating solely with a psychopathological strategy (Gewirtz et al.,
2011). This could potentially decrease the stigma that MLSPs face associated with mental health
(Gewirtz et al., 2011). The need for off-post communities near military bases to develop
intervention programs for MLSPs through local providers or churches is also a priority (Kees et
al., 2015). Malmin (2013) said,
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Spirituality is an invisible weapon. . . Thus, we should not store it or safeguard it in a
dusty shoebox… [but] we should carry with us as a shield of defense. Otherwise,
spirituality becomes analogous to carrying an unloaded weapon. (p. 754)
R/S can serve as a powerful coping mechanism during seasons of adversity for high-risk
populations to create meaning from difficulty (Lietz, 2013; B. W. Smith et al., 2012).
Practitioners are encouraged to capitalize on the desires, experiences, and tools that innately exist
within the human spirit and consider how R/S may be implemented for support of those who
struggle with their mental health (Li et al., 2016). Understanding factors that moderate the
relationship (Bonanno & Diminich, 2013) of R/S on MLSP mental health through resilience are
also important for effective application and implementation.
The Moderators: Social Support, Deployment, & Rank
Difficulty establishing interventions to promote greater levels of MLSP resilience arises
from a number of factors, some of which moderate relationships between R/S (X = independent
variable) on MLSP mental health (Y = dependent variable) through resilience (M1 = moderator).
Both risk and resource factors contribute directly to adaptation, or the “main effects” (Yates et
al., 2015), of resilience. Although risk and protective factors are key players in MLSP resilience
research, differential susceptibility occurs when the impact of the moderator can be either
protective or vulnerable, depending upon the context of the adversity (Ellis & Boyce, 2011). This
may be the case for the following moderators analyzed within this study: SS, deployment, and
rank. These moderators were explored to determine what impact, if any, they exert from R/S on
MLSP mental health through resilience.
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Moderator #1: Social Support and Military Spouses
Much like R/S and resilience, SS is complex and multidimensional (Thompson et al.,
2016). SS is defined as an “action or relationship that exerts some type of positive effect on a
person or group of people” (Lietz, 2013, p. 162). For adults under stress, the knowledge and
availability of supportive relationships is the most effective form of SS to protect against
psychological dysfunction (Bonanno et al., 2015; Ross, Steketee, et al., 2020; Sippel et al., 2015;
Skomorovsky, 2014; Thompson et al., 2016). Utilization of external resources like SS can lead to
greater levels of resilience (Lee et al., 2013; Sippel et al., 2015), especially for those whose lives
are transient in nature (Balbuena et al., 2013). Some researchers vehemently contend that
resilience must have relational context, in this case, though SS (Greene et al., 2003; Lapp et al.,
2010; Olson et al., 2018; Ungar, 2018; van Breda, 2018; Wang et al., 2015).
SS plays an important role promoting positive outcomes of mental health within military
personnel (Holleran et al., 2016), but little research has been done among MLSPs on the
interaction of SS and resilience (Skomorovsky, 2014). The complexity of determining how SS is
related to resilience creates difficulty (Ungar, 2011), but the relationship is often better
understood from multiple ecological levels (Greene, 2017; Ungar, 2011) through a systems
approach (Bonanno et al., 2015; Southwick & Charney, 2012). SS provides stability and
resources for handling the unique challenges of military life, especially during deployments (Van
Winkle & Lipari, 2015). It may also moderate stress that military families face, offsetting the
erosive impact of strain on the MLSP (Green et al., 2013; Verdeli et al., 2011). SS may be
especially helpful for those MLSPs who are parents (Green et al., 2013).
For MLSPs, SS is highly valued but “easily lost” (Borah & Fina, 2017, p. 251).
Challenges to creating and maintaining relationships include frequent moves, living far from
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family of origin, and lack of time (O’Neal et al., 2016; Mailey et al., 2018). Additionally,
building support networks with people vastly different than oneself is both difficult and tiring,
which may place even more stress on the MLSP (Blakely et al., 2012; Mailey et al., 2018; Ziff &
Garland-Jackson, 2020). Within a group of recently surveyed MLSPs, 34% reported SS during
deployment as a critical need, and 50% of those respondents shared that it was a need that went
unmet (BSF, 2021). The surrounding comprehensive community is often the most helpful for
MLSP SS (Davis et al., 2011; O’Neal et al., 2016; Trautmann et al., 2018), but the lack of
military cultural competency within the non-military community may pose as a barrier to SS
(Mailey et al., 2018), particularly for NG/R spouses (Patzel et al., 2013).
Formal SS opportunities for MLSPs are effective for a small proportion of the population
(Green et al., 2013), but many established programs are ineffective, underutilized, or not
presented as vital for resilience or mental health purposes. Collins et al. (2017) found no
relationship between utilizing military programs such as Soldier & Family Readiness Groups
(SFRG), chaplains, vet centers, or family assistance centers and depressive symptoms. However,
these findings should not inhibit the military or comprehensive communities to seek avenues to
reinforce MLSP resilience via SS (Borah & Fina, 2017; Ross, DeVoe, Steketee, EmmertAronson, et al., 2020) with the objective of increasing positive mental health outcomes.
Military Programming
Although there are vastly more programs available to military families than to the
average civilian family, most of the military programming is targeted toward the SM, and many
of the programs lack unity (Clark et al., 2013). The most effective military SS programs are
those that are flexible to the needs of MLSPs over time, readily available, and high quality
(Borah & Fina, 2017; Carroll et al., 2013; Clever & Segal, 2013). Currently, SS programs exist
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across all branches of the military (Borah & Fina, 2017). Military programming examples
include Military OneSource, Operation Live Well (Corry et al., 2019), Family Advocacy
Program, family life educators (Ormeno et al., 2020), Strong Families (Ross, DeVoe, Steketee,
Emmert-Aronson, et al., 2020), and many others.
Soldier and Family Readiness Groups (SFRG)
The SFRG was created to encourage resiliency among its members by providing
information, referral assistance, and mutual concern (Parcell & Macguire, 2014). For some, the
SFRG provides positive SS (Faber et al., 2008), yet others find it has a deleterious impact on
their SS expectations and outcomes (Mailey et al., 2018; Parcell & Maguire, 2014). Ultimately,
SFRG experiences demonstrate paradoxical outcomes. MLSPs say they feel “comforted yet
strained” by their SFRG, as well as “validated yet disciplined” (Parcell & Maguire, 2014, p.
498). As a result, participation in the group is notoriously low (Patzel et al., 2013).
Religious/Spirituality Communities
Should a military family desire to seek SS away from the installation, R/S leaders should
be aware of the presence of military families within their faith community to provide adequate
and appropriate support (Kudler & Porter, 2013). For those MLSPs who desire to seek SS
through R/S provided by the military, the chaplaincy is the primary source of support. Chaplains
fill an important role in supporting mental health of military members and their families
(Besterman-Dahan et al., 2012; Morgan et al., 2016). However, the impact of chaplains and
spiritual support within the military is significantly understudied (Morgan et al., 2016), and
MLSP exposure and accessibility to chaplains is questionable.
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Moderator #2: Deployment
Through the lens of resilience, deployment is a stressor that has the potential to either
facilitate resilience through growth or create crisis via vulnerability (O’Neal et al., 2018). For
many military families, deployment is characterized by a series of transitions (Faulk et al., 2012;
Larsen et al., 2015), most of which are notoriously earmarked with uncertainty, uncontrollability,
and unpredictability (Ross, DeVoe, Steketee, Spencer, & Richter, 2020). However, research in
this area is mixed as some military families can maintain healthy function despite the stress of
deployment (Palmer, 2008), while others do not adapt well and experience escalating levels of
stress and discord (Lietz, 2013).
The current psychosocial burden on MLSPs of deployed SMs is not only less understood
than previous conflicts, but also not comparable, given the longevity and duration of ongoing
military engagements (Mansfield et al., 2010). However, one thing is certain: deployment,
including concern about the safety of their SM, is one of the greatest stressors reported by
MLSPs (Allen et al., 2011; Baptist et al., 2011; Dimiceli et al., 2010; Faber et al., 2008; Warner
et al., 2009). When a MLSP takes the reins of the military household during deployment, she
often reports feeling “overwhelmed, aggravated, and disorganized” (Marnocha, 2012, p. 3). Even
spouses who possess determination and problem-solving abilities still experience extreme
periods of stress during deployment (Monney, 2019).
During deployment, some MLSPs report elevated depression levels (Dimiceli et al.,
2010; Mansfield et al., 2010; Warner et al., 2009), anxiety (Baptist et al., 2011; Faulk et al.,
2012), and increased alcohol use (Erbes et al., 2017). To countermand these psychological
difficulties, researchers recommend engaging coping mechanisms such as R/S (Dimiceli et al.,
2010; Wheeler & Torres Stone, 2010) and SS (Van Winkle & Lipari, 2015). Reassuring
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members of the military family that all phases of deployment prove difficult to other military
families can also fuel resilience in MLSPs (Yablonsky et al., 2016). Within the context of
military service and deployment, increasing focus and support of well-being in family members,
particularly MLSPs, is recommended (Erbes et al., 2017).
Moderator #3: Service Member Rank
Military rank is a relatively reliable predictor for determining military experience and
competence. The military pay scale is fixed by both designated rank and years of service (pay
grade), which may be somewhat correlated with the age of the SM (Clever & Segal, 2013).
Military rank is an indicator of socioeconomic status and the military family’s relative standing
in the military community, serving as something akin to a social demarcation (O’Neal et al.,
2016). Rank within the military essentially distinguishes the SM’s “class” and enforces the
hierarchal structure within the military (Atuel & Castro, 2018). The impact of rank often extends
into MLSPs’ experiences (Ziff & Garland-Jackson, 2020).
There are different norms and standards for each of the various rank cohorts, which
include junior enlisted, NCOs, senior enlisted NCOs, commissioned officers, and warrant
officers (Bonura & Lovald, 2015). The specific rank structure is broken down into tiers as
follows: lower/junior enlisted/NCO (E-1 to E-4), NCO (E-5 to E-6), senior enlisted NCO (E7E9), warrant officer (WO1-WO5), and commissioned officers (O1-O10; Lara-Cinisomo et al.,
2020). Based on data from Clever and Segal (2013), about 83.4% of active-duty SMs are
enlisted, and 16.6% are officers. A complete list of Army ranks and affiliated paygrades is found
in Table 2.2.
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Table 2.2
Army Ranks and Pay Grades
Rank
Enlisted
Private (PVT)
Private (PV2)
Private First Class (PFC)
Corporal (CPL)
Specialist (SPC)
Sergeant (SGT)
Staff Sergeant (SSG)
Sergeant First Class (SFC)
Master Sergeant (MSG)
First Sergeant (1SG)
Sergeant Major (SGM)
Command Sergeant Major (CSM)
Warrant Officer
Warrant Officer 1 (WO1)
Chief Warrant Officer 2 (CW2)
Chief Warrant Officer 3 (CW3)
Chief Warrant Officer 4 (CW4)
Chief Warrant Officer 5 (CW5)
Commissioned Officer
Second Lieutenant (2LT)
First Lieutenant (1LT)
Captain (CPT)
Major (MAJ)
Lieutenant Colonel (LTC)
Colonel (COL)
Brigadier General (BG)
Major General (MG)
Lieutenant General (LTG)
General (GEN)

Pay Grade

Tier

E-1
E-2
E-3
E-4

Lower/Junior Enlisted
Lower/Junior Enlisted
Lower/Junior Enlisted
Lower/Junior Enlisted
Lower/Junior Enlisted
NCO
NCO
Senior NCO/Senior Enlisted
Senior NCO/Senior Enlisted
Senior NCO/Senior Enlisted
Senior NCO/Senior Enlisted
Senior NCO/Senior Enlisted

E-5
E-6
E-7
E-8
E-9
W-1
W-2
W-3
W-4
W-5
O-1
O-2
O-3
O-4
O-5
O-6
O-7
O-8
O-9
O-10

Company Grade Officer
Company Grade Officer
Company Grade Officer
Field Grade Officer
Field Grade Officer
Field Grade Officer
General Officer
General Officer
General Officer
General Officer

Rank also has the potential to influence resilience since lower ranking SMs earn less pay
and pay increases with each promotion. As a result, some military families are now facing more
financial stress than ever before (Lietz, 2013; Mallonee et al., 2020). Military families are at least
20% more likely to report financial strain and subsequent stress if the SM’s pay grade is lower
than O-4 and SMs below E-7 are more than three times as likely to report financial stress (Hosek
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& Wadsworth, 2013). Of enlisted active-duty family respondents, 14% reported low or very low
food security in 2020 (BSF, 2021), which equates to one in seven, 4% lower than the 2019
national average. The greatest military demographic reporting food insecurity was junior enlisted
families (29%). Additionally, 14% of MLSPs indicated that financial support was a critical need
during deployment, yet 51% of respondents reported that need went unmet (BSF, 2021).
Social factors are also impacted by rank (Lucier-Greer et al., 2014; O’Neal et al., 2016)
which may also influence resilience. Rank can be a barrier when forming SS networks, as the
hierarchal system of the military traditionally seems to separate enlisted and officers into
different social classes (Mailey et al., 2018). Higher ranking, active-duty SMs and their partners
generally indicate more relationship connections and support than their lower-ranking
counterparts (O’Neal et al., 2016). Gaining competence about processes, customs, and
expectations within a system have been shown to be salient to the resilience process as well
(Larsen et al., 2015; Masten et al., 2015). Thus, MLSPs who are younger or married to a lowerranking SM have less experience with the military lifestyle and may struggle with their mental
health in greater magnitude than their higher-ranking, more experienced counterparts (Allen et
al., 2011; Spera, 2009).
The Greater Impact: The Military Mission
The resilience of MLSPs and their mental health outcomes do not occur in a vacuum but
impact the entire military family, including the SM (Green et al., 2013; Lapp et al., 2010; Lester
et al., 2010; Sippel et al., 2015). The leadership of a MLSP has been recognized as critical to
family wellness and stability (Riggs & Riggs, 2011), and as such, the role of the MLSP is no
longer secondary but is crucial to the SM and the military at large (Dimiceli et al., 2010; Spera,
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2009). Taking care of MLSPs is not only the right thing to do, but it exerts a profound impact on
the overall military institution.
How people reintegrate after adversity significantly impacts the progression of their life
(Richardson, 2016) and the systems in which they are embedded (Masten, 2018). For example,
military families who lack financial security or robust SS networks may not handle stress to ideal
standards (Trail et al., 2015), which can result in a number of adverse personal, relational,
psychological, and systematic effects. Military culture sees the health and success of the
individual inextricable from the success of the whole (Kudler & Porter, 2013), and as a result, a
strong home front force often contributes to an effective military with successful missions. If a
SM is confident that the MLSP is doing well during times of military operations, then the SM
will be able to focus more on the mission at hand, which increases safety, morale, and overall
military effectiveness. Conclusively, behavioral health conditions of MLSPs are a significant
concern for the strength and efficacy of the U.S fighting force (Mallonee et al., 2020; Wooten et
al., 2018).
Ultimately, the longer a SM remains in the military, the larger return on investment the
military institution receives (Clever & Segal, 2013). Since the implementation of the AVF,
studies show that a SM’s decision to extend their military career often depends on the
satisfaction of military life from the perspective of the spouse and family (Clever & Segal,
2013). Spouses who cope well with the often-intense demands of military life are more
supportive of a SM’s career (Dolphin et al., 2015). Thus, MLSP resilience and mental health
play a very important role in SM readiness and retention of an experienced military force
(Becvar, 2013; Dolphin et al., 2015; Eaton et al., 2008; Renshaw & Campbell, 2011).
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In sum, the relationships between R/S on MLSP mental health outcomes through
resilience have important, practical implications for the military, including lower attrition rates,
higher retention rates, greater levels of organization (Skomorovsky, 2014), and an overall
positive impact on the nation as a whole. In times when maintaining troop strength and morale is
a necessity, shifting the focus from solely on the SM to the health and well-being of military
families is vital (Everson et al., 2017; Ormeno et al., 2020). Although the U.S. federal
government is gradually increasing attention on MLSPs’ mental health needs, there is still ample
room for improvement (Sippel et al., 2015).
Conclusion
The need for a strong, stable, and resilient military force within the U.S. is imperative for
protecting the country’s values and mission; however, 20 years of engagement in overseas
conflict has drastically increased MLSP mental health issues. Although the military has made an
effort to provide interventions for MLSPs, significant gaps in both literature and intervention
persist, specifically surrounding the interactions between R/S, resilience, SS, deployment, and
rank on MLSP mental health.
It is important to note that key components within this study are not static. These factors
change and shift throughout an individual’s lifespan with time and circumstance (Pargament,
2013), creating dynamic interactions with one another. Within military populations, research
indicates connections between resilience, R/S, and mental health (Baptist et al., 2011; Merolla,
2010; Oblea et al., 2016; Reutter & Bigatti, 2014), resilience and SS (B. W. Smith et al., 2012;
Woodworth, 2015), resilience and deployment (Van Winkle & Lipari, 2015; Wheeler & Torres
Stone, 2010), and resilience and rank (Larsen et al., 2015; Lietz, 2013; Mallonee et al., 2020).
However, lack of evidence-based research and resources factors to build resilience through the
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lens of MLSP mental health leaves this unique population disadvantaged and vulnerable when
required to bounce back after facing adversity.
It comes as no surprise that SMs’ military careers impact their closest relationships, and
those relationships in turn impact the SM’s military career. Thus, practitioners, clinicians, and
pastors are encouraged to engage a systematic lens of resilience when working with military
families, focusing on a holistic approach of mental health treatment, taking into account the
dynamic experiences of military life and adversity (Paley et al., 2013). The potential contribution
of research findings within this study would not only impact the individual MLSP, but it could
contribute to the fighting strength, readiness, and resilience of the U.S. military institution. This
is undoubtedly a mission worth pursuing.
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CHAPTER THREE: METHODS
Overview
A quantitative, descriptive, cross-sectional correlational research design was the chosen
methodology to explore the designated variables through moderated mediation analysis. The
methodology of this study investigated relationships between R/S (independent variable) on
MLSP mental health (dependent variable) through resilience (mediator) conditioned by levels of
SS, deployment, and rank (moderators). The following sections explore specifics surrounding the
research design, research questions, and hypotheses. Participants and setting will be described to
include a nonexperimental online survey employing the snowball method and select incentives
for participation.
Instrumentation of this study includes demographic questions, select subscales (Daily
Spiritual Experiences, Values/Beliefs, Private Religious Practices, R/S Coping Practices,
Organizational Religiousness, Religious Preferences, Overall Self-Ranking) from the Brief
Multidimensional Measure of Religion and Spirituality Scale (BMMRSS), a shortened version of
the Depression, Anxiety and Stress Scale (DASS-21), the Brief Resilience Scale (BRS), and the
Multidimensional Scale of Perceived Social Support (MSPSS). The procedures section explains
the research process step-by-step, followed by the details surrounding multiple regression data
analysis. The hypotheses tests will probe relevant relationship effects of the moderators (SS,
deployment, and rank) and the mediator (resilience) from R/S on MLSP mental health to
generate recommended interventions for military leadership, chaplains/pastors, policy makers,
and counselors.
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Design
This study is a quantitative, descriptive, cross-sectional correlational research design. The
conceptual model for this study is complex, exploring the relationship effects between R/S (X)
on MLSP mental health (Y) thorough the mediator of resilience conditioned by the moderators of
SS, deployment, and rank, with the independent variable (predictor) of R/S and dependent
variable (criterion) of MLSP mental health. Choosing more complex designs beyond basic
questions and exploring more than one variable has been shown to be advantageous for
researchers within the fields of counseling and psychology (Frazier et al., 2004; Heppner et al.,
2016).
Testing moderation of variables enables researchers to answer questions surrounding
“when and for whom?” while the assessment of mediation effects answer “how and why?”
(Frazier et al., 2004). The complex nature of the variables in this study could influence the
relationship between the independent on dependent variables, so investigating existing
relationships, relationship direction, and relationship strength (Baron & Kenny, 1986) will
provide insight for future interventions. Exploring the paths of relationships of multiple variables
from both a descriptive and analytic approach (Baron & Kenny, 1986) may also create greater
understanding for multifarious criterions, (Heppner et al., 2016) as is the case with MLSP mental
health.
Research Questions
RQ1: Do healthy R/S practices or beliefs decrease the prevalence of mental health issues
within a sample of MLSPs?
RQ2: Does resilience mediate the relationship between R/S and mental health outcomes
in MLSPs?
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RQ3: What moderating effects, if any, do SS, deployment, and rank exert on the
relationship between R/S on MLSP mental health through resilience?
Hypotheses
The alternate hypotheses for this study are:
Ha1: MLSPs who engage R/S behaviors and beliefs as specified within the selected
BMMRSS subscales will demonstrate statistically significant lower instances of depression,
anxiety, and stress through administration of the DASS-21.
Figure 3.1
Hypothesized Theoretical Model One

Ha2: As measured by BRS, resilience will partially mediate the relationship between R/S
(BMMRSS) on mental health (DASS-21) in the sample population of MLSPs.
Figure 3.2
Hypothesized Theoretical Model Two

Ha3: As perceived SS (moderator) measured by MSPSS increases, the relationship
between R/S (BMMRSS) and resilience (BRS) will become stronger, thus exerting an inverse
(decreased) prevalence rate of MLSP depression, anxiety, and stress as reflected on DASS-21.
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Figure 3.3
Hypothesized Theoretical Model Three

Ha4: Number of deployment experiences as self-reported in the demographic portion of
the questionnaire will moderate the relationships between R/S (BMMRSS) on MLSP mental
health through resilience via differential susceptibility. It is predicted that MLSPs who have
experienced zero to one deployment will demonstrate lower levels of resilience as reflected on
BRS. MLSPs who have experienced two to four deployments will show greater resilience, with
deployment serving as a protective factor against depression, anxiety, and stress (DASS-21).
Based on number of deployments, limitations to resilience over time will surface for those
MLSPs who have faced six or more deployments, demonstrating increased rates of depression,
anxiety, and stress.
Figure 3.4
Hypothesized Theoretical Model Four
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Ha5: SM rank as self-reported in the demographic portion of the questionnaire will
moderate the relationships between R/S (BMMRSS) on MLSP mental health through resilience
via differential susceptibility. It is predicted that MLSPs married to younger, lower ranking SMs
(junior enlisted, NCOs, and company grade officers) will demonstrate greater prevalence of
depression, anxiety, and stress, as reflected on the DASS-21. For MLSPs married to a senior
enlisted SM, field grade officer or above, rank will serve as a protective factor, indicating greater
levels of resilience on BRS and lower prevalence rates of depression, anxiety, and stress.
Figure 3.5
Hypothesized Theoretical Model Five

Participants and Setting
The participants for the study were drawn from a non-probability, convenience snowball
sample of online MLSPs from all military branches (Army, Air Force, Marines, Navy, Coast
Guard, and Space Force), all components of military service (Active Duty, NG/R, Expiration
Term of Service [ETS], or retired), and all ranks (junior enlisted, NCO, senior enlisted, warrant
officer, company grade officer, field grade officer or general officer). Participants were required
to be a minimum of 18 years old and married to their SM for a least six months. It was not
required that participants had previously experienced deployment, although questions pertaining
to these topics were included within the demographic survey information.
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Some participants were recruited from a large online MLSP organization with which the
researcher is closely affiliated. This organization had a total social media following of more than
122,000 followers across Facebook, Twitter, Instagram, Pinterest, LinkedIn, the organization
website, an email list of approximately 500 subscribers, and 1,000 monthly podcast listeners.
The online network included MLSPs, SMs, and military family members of all branches,
components, and ranks. Most network participants were active-duty MLSPs. Other related online
MLSP organizations were invited to share the survey link with their respective networks,
including a Facebook group with approximately 700 installation-of-the-year MLSPs. Additional
participants were recruited via other MLSP relationships that the researcher had personally
cultivated throughout more than a decade of MLSP experience, including R/S-affiliated MLSP
institutions and SFRG groups. Responsive spouses were encouraged to share the survey link with
their respective online networks through social media shares, text messages, tags, or direct
messages. This strategy was utilized to engage the snowball sampling process, further increasing
sample size.
When gathering data from an online venue targeting MLSPs, snowball sampling has been
shown to be effective (Mailey et al., 2019) due to the geographical distribution of spouses around
the globe. Also, a web-push methodology is more effective and less expensive than paper-only
approach among MLSPs (McMaster et al., 2017), as the military lifestyle typically facilitates
online communication. Previous studies indicate that MLSPs are highly active on social media,
with up to 96% having a Facebook account (McMaster et al., 2017).
Upon the completion of the survey questions, the webpage automatically redirected to a
decoupled survey link with the optional incentive (10 $100 Amazon gift cards) entry form. If
respondents chose to participate in the incentive, identifying information (name, email, and
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phone number) was disassociated from their survey responses. The informed consent document
clearly outlined the anonymity of the study responses from the incentive information. Incentive
recipients were randomly selected at the conclusion of the data collection period, then notified
via email. All other incentive entrants received an email (blind carbon copied) to inform them
that they were not selected. They were also invited to join an email list for follow up to see study
results.
Factors such as effect size were taken into consideration prior to data collection to ensure
adequate sample size for detecting any significant interaction effects (Frazier et al., 2004;
Heppner et al., 2016). Some researchers ascribe to the guideline of 10 participants per variable as
an acceptable sample size in multiple regression analysis (Bentler & Chou, 1987). However, that
approach was too simplistic (Heppner et al., 2016) for this study. At best, most correlational
studies demonstrate a small to medium effect between independent and dependent variables
(Frazier et al., 2004), thus the guidelines set forth by Maxwell (2000) were followed. For this
study, if the estimated average correlation between the independent variables as .3 and the
average correlation between the independent variables and the dependent variables was predicted
to be .2, so a sample size of 1,072 as needed to conduct this multiple regression with statistical
power of 80%. Data analysis explored the statistical significance of unstandardized regression
coefficients, variation (R2), statistically significant relationship interactions, and direct/indirect
effects. To meet the minimum requirement of sample size of 1,072 for multiple regression
analysis with correlations between independent and dependent variables with an estimated small
to medium effect size (Maxwell, 2000), this sample included 1,049 female MLSPs and 29
MLSPs. Additional assessed demographics are found in Table 3.1.
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Table 3.1
Assessed Military Spouse Demographics
Branch
Army
Air Force
Marines
Navy
Coast Guard
Space Force

Component
Active Duty
NG/Reserve
ETS/Separated
Retired

Rank
Jr Enlisted/NCO
NCO
Senior NCO
Warrant Officer
Company Grade Officer
Field Grade Officer
General Officer

Deployments

PCS

0
1
2
3
4
5
6+

0
1-2
3-4
5-6
7-8
9-10
11+

Instrumentation
The quantitative survey was created via Qualtrics. Informed consent was presented,
followed by a prompt to acknowledge informed consent, and adherence to the study
requirements (at least 18 years of age and married to a SM for a minimum of six months).
Assessment questions included 11 demographic questions, 21 mental health questions (DASS21), one question about specific mental health diagnoses during their MLSP experience (with a
display logic question for more specifics), 25 items from BMMRSS sub-scales, one R/S and
mental health connection question, six questions from the BRS, one self-report resilience
ranking, 12 items assessing perceived SS (MSPSS), and a final question asking MLSPs to rank
in order five options of where they prefer to seek SS.
Demographic Questionnaire
Demographic information about the participants’ MLSP history was collected,
including gender, age, SM component, SM branch, length of military service, rank, years
married, children, number of deployments, approximate months separated per military
assignments, and number of PCSes. This was important information to aid in data screening,

107
as well as analyzing correlations between the moderators of deployment and rank on the
relationship between R/S on MLSP mental health through resilience.
Brief Multidimensional Measure of Religiousness and Spirituality Scale
The BMMRSS provides brief assessments of key dimensions of religious practices and
spirituality for behavioral health research (Idler et al., 2003; John E. Fetzer Institute & National
Institute on Aging Working Group Institute, 1999). The BMMRSS investigates mechanisms of
effect, inclusive of traditional religiousness and noninstitutional based spirituality. It is
appropriate for a diverse sample of Judeo-Christian populations (Idler et al., 2003). This scale
was created to balance the inconsistencies that often arise with other assessment tools, as
different dimensions of R/S show protective effects in different population types. One of the
primary goals of BMMRSS is to assess aspects of R/S phenomena that can positively impact an
individual’s health (Idler et al., 2003).
The BMMRSS has nine dimensions with indices of moderate-to-good internal
consistency. It also includes three single-item domains (Idler et al., 2003). The BMMRSS
domains: potential pathways, reduction of behavioral risks, expansion of social support,
enhancement of coping skills, psychological mechanisms, personal religious/spiritual history,
public and private religious practices, social support, religious coping, beliefs and values,
commitment, forgiveness, daily spiritual experience, and overall self-ranking of R/S. For the
purposes of this study, specific subscales within the BMMRSS were utilized including Daily
Spiritual Experiences (DSE; six items), Values/Beliefs (two items), Private Religious Practices
(five items), R/S Coping Practices (RC; seven items), Organizational Religiousness (two items),
Religious Preferences (one item), and Overall Self-Ranking (two), which totaled 25 items. Item
examples included “I find strength and comfort in my religion,” “I think about how my life is
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part of a larger spiritual force,” “I believe in a God who watches over me,” “How often do you
pray privately in places other than at church or synagogue?” and “I look to God for strength,
support, and guidance” (Idler et al., 2003).
Previous studies have established high internal reliability for most of the BMMRSS
subscales, ranging from .71 to .87 (Johnstone et al., 2009). Although BMMRSS allows for
multidimensional examination of R/S, a measurement concern is the fact that this scale is brief.
Comparatively, it includes a relatively small number of items for each domain (to make for
easier application in clinical settings), but the lack of in-depth exploration prevents it from being
as sophisticated as other more extensive scales.
21-Item Depression, Anxiety, and Stress Scale
The 21-Item DASS is the brief version of the full-length 42-item DASS. The brief
version has an approximate completion time of approximately three to five minutes. The DASS21 includes items that are evenly distributed across the three subscales of depression (“I felt
downhearted and blue”), anxiety (“I was in a state of nervous tension”), and stress (“I tend to
overreact to situations”). The rankings include a 4-point response system as did not apply to me
at all (0) to applied to me very much or most of the time (3) over the last week.
DASS-21 has excellent clinometric properties and few limitations. It provides accurate
evaluation that is necessary in comprehensive physiotherapy (Parkitny & Mcauley, 2010). The
internal consistency of DASS is typically high with α of 0.96–0.97 for depression, 0.84–0.92 for
anxiety, and 0.9–0.95 for stress (Lovibond & Lovibond, 1995).
Brief Resilience Scale
The BRS is one of the most recently developed resilience scales (B. W. Smith et al.,
2012). It is a self-reported assessment with the goal of assessing resilience at its most
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foundational level, the “bounce back factor” (B. W. Smith et al., 2008), which differs from other
resilience assessments that focus more on general protective factors (B. W. Smith et al., 2012). It
is a unidimensional construct consisting of six questions, three positively worded and three
negatively worded. Responses to the questions are formatted on a Likert scale from strongly
disagree (1) to strongly agree (5; Salisu & Hashim, 2018; Windle et al., 2011). Questions include
statements like, “I usually come through difficult times with little trouble” or “I have a hard time
making it through stressful events,” focusing on the level of individual resilience (Windle et al.,
2011).
Across four different previous samples, the BRS had α ranging from > 0.70 and < 0.95
(B. W. Smith et al., 2008; Windle et al., 2011). Regarding test/retest reliability, the interclass
correlation coefficient was 0.69 in one sample and 0.62 in another (Windle et al., 2011).
Although there is no “gold standard” measure for resilience (Windle et al., 2011), BRS is one of
the top-rated and most reliable assessment measures for resilience, particularly when assessing
an individual’s ability to recover from adversity.
Multidimensional Scale of Perceived Social Support
Since the creation of the MSPSS in the late 1980s (Zimet et al., 1988), it has been
adapted and applied to a vast number of people groups and populations. This assessment
measure was designed as an efficient, simple self-report measure of perceived SS within three
social support subscales, which include family, friends, and significant other (Hardan-Khalil &
Mayo, 2015). Twelve support items, such as “My family really tries to help me” or “There is a
special person who is around when I am in need” are offered, with responses ranging across a 7point Likert scale from very strongly disagree (1) to very strongly agree (7; Hardan-Khalil &
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Mayo, 2015; Porter et al., 2020). Higher scores indicate higher levels of perceived SS (HardanKhalil & Mayo, 2015).
The MSPSS internal reliability has been widely tested, demonstrating strong internal
consistency for the total score with α from .93 to .98 and for the subscales α from .81 to .91
(Hardan-Khalil & Mayo, 2015). It has also been tested among MLSPs through the Millennium
Cohort Family Study, demonstrating high internal consistency with α of .97. The adaption of the
MSPSS to different populations affirm the validity of the measure (Hardan-Khalil & Mayo,
2015).
Procedure
Prior to data collection, the researcher executed a thorough review of literature, exploring
any previous correlations or patterns from independent variables, dependent variables, mediator,
and moderators. A draft of the survey portion was be created, reviewed, and edited in Qualtrics
through use of psychologically driven assessment scales as mentioned in the instrumentation
section. All chosen instrumentation scales demonstrated satisfactory levels of internal
consistency, reliability, and validity. During the construction of the research questionnaire,
special care was be taken to ensure anonymity of the participants. The personal contact
information was collected separately from the survey data. Separating personal information was
intentional to potentially quell participant concern of responses exerting a deleterious effect on
their SM’s career.
Institutional Review Board (IRB) approval was then sought in consideration of ethical
implications (See Appendix for IRB approval documents). The data from each survey were
stored in two different online locations and not linked to any sensitive research information.
These provisions were clearly communicated to the participants in the informed consent portion

111
at the onset of the research questionnaire. After IRB approval was attained, the survey was
finalized, and the participant recruitment began. Due the transient and globally dispersed nature
of MLSPs (Mailey et al., 2019), recruitment took place online through snowball sampling.
Participants were invited to complete the survey via social media posts on Facebook, Instagram,
Twitter, Pinterest, and LinkedIn, email campaigns, podcast announcements, website creatives,
and utilization of personal MLSP connections. Links for the survey were available in MLSP
resource groups online and distributed among other online channels until the necessary sample
size was attained. Due to an unexpected infiltration of falsified entries via spam, the sample size
is not reached in the initial two-week duration data collection period. The survey was then
reopened for an additional week to collect approximately 100 authentic additional MLSP
responses. The time limit to execute the survey was limited to no longer than eight weeks or until
a satisfactory sample size was reached. The latter occurred after the second round of data
collection, so the survey window concluded.
Once the data were collected and screened, the researcher distributed the incentives ($100
Amazon gift card) to 10 randomly selected participants. For those not selected, a cursory email
was sent, thanking them for their time and participation, with information on how to access
results once the study results become available. After all data were analyzed and interpreted,
results were presented followed by discussion and implications for MLSPs and those who
support them. Limitations of the current study were outlined along with recommendations for
future studies.
Data Analysis
The data collected through the survey was analyzed through the lens of a quantitative,
descriptive, cross-sectional correlational process. As recommended in numerous texts (Baron &
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Kenny, 1986; Frazier et al., 2004; Heppner et al., 2016), multiple regression analysis was the
primary method of data analysis. The analyses explored the unstandardized coefficients, variance
among the variables on MLSP mental health and strength of relationships. IBM SPSS was
utilized to throughout the data analysis process to bivariate correlations (Pearson’s r), linear
regression, frequencies, and descriptive statistics. PROCESS Models 4 and 58 (Hayes, 2018)
were used to explored mediation from resilience and moderation from SS, deployment, rank).
Direct and indirect effects were of special attention throughout the data analysis process to
determine what, if any, effects R/S exerted on MLSP mental health (depression, anxiety, or
stress) through resilience conditioned at levels of the listed moderators.
Errors within this psychological research study were considered. For this particular study,
the risk of Type II error was a lower possibility, given the higher power from the large sample
size of participants. Since the relationship between Type I and Type II errors are inversely
proportional (Heppner et al., 2016), as the probability of Type II error decreased (accepting a
null hypothesis when it is actually false), the probability of a Type I error (rejecting a true null
hypothesis) increased. To control for Type I error, the significance level was lowered. Other
limitations within the study potentially included researcher bias, as well as the number of
participants potentially exhibiting a greater R/S affiliation compared to the general MLSP
population. This may be due to the personal online connections from the researcher and type of
networks invited to participate in the survey. Biases or skewed data that often accompany selfreport data were also considered and discussed at length at the conclusion of this article.
Summary
The methodology of this paper was based on a quantitative, descriptive, cross-sectional
correlational design, which utilized multiple regression for data analysis to explore potential
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pathway relationships between the independent variable of R/S on the dependent variable of
MLSP mental health (depression, anxiety, and stress) through the mediator of resilience
conditioned by levels of moderators SS, deployment, and rank. Research questions and
hypotheses presented anticipated outcomes for the projected sample population of MLSPs. Upon
execution of the outlined procedure and data analysis, results were compiled then discussed in
the following chapters.
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CHAPTER FOUR: RESULTS
Overview
Two rounds of data were collected over three weeks to obtain the sample size for this
quantitative, descriptive, cross-sectional correlational design exploring the impact of R/S (X) on
MLSP mental health (Y) through resilience (M1) conditioned by SS (W1), deployment (W2), or
rank (W3). Once the IRB approved the Qualtrics survey, study specifications, and informed
consent, and then main data collection survey was shared on social media to recruit potential
MLSP participants using the snowball sampling method. The following chapter will report the
data screening and filtering processes, as well as the basic descriptive statistics, which include
sample size, demographics, and bivariate correlations. Then results from the completed analyses
using PROCESS Model 4 and 58 (Hayes, 2018) exploring numerous combinations between R/S
(Global R/S, DSE, and RC) on MLSP mental health (depression, anxiety, and stress) through
resilience conditioned by either SS, deployment or rank will be shared in relation to the proposed
hypotheses. When applicable, results will also be presented in various tables graphs representing
conditional direct effects and conditional indirect effects of the multiple regression analyses.
Data Screening and Filtering
Overall, the data collection process was successful, yet vastly more complicated than
initially predicted due to the exorbitant number of falsified entries via spam bots. When the
survey was first published and shared on social media, the various fraud detection measures in
Qualtrics settings were not engaged. The study was very well received and reached near-viral
levels of sharing. Unfortunately, this increased accessibility for spam bots to “take” the survey.
The number of entries coming into Qualtrics was quite promising within the first 24
hours until a closer look found a suspicious number of male participants who reported “outlier”
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religions coupled with other questionable responses. About 19 hours after the survey window
opened, fraud detection settings in Qualtrics were enacted to slow the submission of falsified
entries. Specific fraud detection measures included bot detection (reCAPTCHA), security scan
monitor, relevant ID, prevent indexing, and require permission to view uploaded files. Because
the incentive survey was short and ideal for attracting spam (i.e., basic information template of
name, email, phone), an additional text entry question was added to identify false entries more
effectively: “Please share how you are affiliated with the military, including your SM’s branch.
(This is a spam-filter question to combat ‘the bots.’ Thank you!)”
Round one of the survey remained open for two full weeks. As the data filtering process
began, the survey window was re-opened to collect approximately 100 additional authentic
survey responses. Further measures were put into place to identify spam entries more effectively,
as the initial Qualtrics measures were insufficient. A text entry question of “Please type your
favorite/current duty station, or if you are National Guard/Reserve, share your nearest installation
to your location” was added to the incentive survey. In addition, a reCAPTCHA check box was
added to the beginning of both surveys. “Prevent Multiple Submissions” was also selected in
Qualtrics, since some false entries originated from identical IP addresses. Due to the high
number of falsified entries, the data screening and filtering process took 27 days. The complete
data screening process for both the main survey and incentive survey is outlined below.
Data Screening: Main Survey
The data set from round one yielded 3,729 total entries. It was then filtered for
incomplete cases, specifically excluding any surveys that failed to finish the demographic
information and mental health items. Minor incompletes, such as skipped sections or intermittent
questions, were retained. Incomplete entries for round one totaled 199.
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After removal of the incomplete cases, the first inclusion criterion was via the text entry
questions (“Other” option) for mental health and R/S, as those indicated authentic responses.
After verification for completeness and no straight-lining, authentic cases with logical text in the
“other” response was temporarily moved to an inclusion sheet in Excel. The next component of
the data screening process shifted to exclusion criteria, comparing “age married” to the
respondent’s age selection. A significant number of spam entries indicated that they had been
married longer than they had been alive. All cases that delineated age married greater than
respondent age were excluded from the sample and placed into the “spam” sheet in Excel.
Screening methods next focused on line-by-line screening, but this was soon determined
to be ineffective, so the next screening criteria focused on the reCAPTCHA scores. Although not
a stand-alone inclusion criterion, reCAPTCHA created familiarity with authentic data
(reCAPTCHA score 1.0), so notating inauthentic entries was clearer moving forward. Two
challenges arose with this criterion: Many of the falsified entries did not follow the “rule” put
forth by reCAPTCHA, in that .5+ were highly likely to be human participants and numerous bots
infiltrated the system. Additionally, more than 1,000 data entries did not have an assigned
reCAPTCHA score as they were submitted in the first 19 hours of the survey window. Each
reCAPTCHA group was manually screened line-by-line to determine complete authenticity
using the following additional criteria.
As the data filtering process continued, various red flags were notated. If an entry had
two or more suspicious criteria, it was scrutinized very closely for authenticity (some factors
were stronger indicators of false information of others). There was an abnormally high number
of “outlier” religions in the sample (Hindu, Muslim, Buddhist, Wiccan), particularly when
compared to the background of SM and MLSP demographics (Office of the Deputy Assistant
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Secretary of Defense, 2018). Also, those outlying religion selections were numbers 2-5 on the
R/S preference scale, which may have been more likely for fake respondents to default as a
response. To control for researcher bias, R/S preference was not a standalone filtering factor, but
other indicators were considered in conjunction. Notably, some spam entries also indicated
“Christian-Non-Denominational” as an R/S preference.
Suspicious indicators for falsified entries included gender (male), outlier religions, lack
of a pattern in the resilience section (i.e., the questions were “opposite” coded so high or low
resilience should somewhat alternate in answers), straight-lining, outlying self-report resilience
scores (e.g., single digit scores on scale of 1-100 or perfect 100s), inconsistent resilience
responses (e.g., high resilience responses but low self-resilience ranking), inconsistent R/S
responses (e.g., indicating atheist/agnostic but highly R/S behavior responses), the final SS
ranking response remaining unmodified as 1-2-3-4-5, exceptionally short duration times (the
average time to take the survey was six to 10 minutes), or data entries with identical/similar time
of completion or duration. By combining the suspicious indicators, each data entry was
individually and manually reviewed to determine if it was spam, authentic, or still questionable
to be reviewed again later in the process.
In addition to combinations of suspicious indicators, demographic information was also
intensely screened. Outlying or atypical branch/component combinations (Navy Reserve/Guard,
Marine Reserve/Guard, Space Force) were scrutinized for authenticity. Additionally, some spam
entries marked “retired” at four years or the time served in conjunction rank was illogical (e.g.,
General Officer after 10 years of service, or SR NCO after four years of service). Additional
demographic screening measures included the time served with the OPTEMPO compared to the
OPTEMPO (e.g., a response that indicated the SM had served three years with four deployments
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and five PCSes). Screening of demographics was helpful for blatantly false entries, but many
were not clearly discernable due to the lack of predictability of the military lifestyle, as well as
contingent experiences that lead to unique patterns of MLSP responses.
About 400 data entries were placed on the list for re-review after one round of screening.
As an additional measure of authenticity verification, IP addresses with respective locations were
utilized to indicate patterns of duplication or suspicion. Several noticeably false entries
originated from specific, redundant places, including numerous locations in California;
Brooklyn, New York; Eugene, Oregon; and Decatur, Alabama. To eliminate further doubt, IP
addresses were cross referenced with branch or component with consideration to military
installation proximity near the IP address origin (i.e., an IP address from Charlotte, North
Carolina was potentially authentic per the proximity of Fort Bragg). Entries were also excluded
if they matched a corresponding falsified entry IP address or location. Online blacklist
verification was also conducted against some IP addresses to determine if it had previously been
publicly flagged as IP address from which spam was known to originate. Like other indicators in
this study, the IP address was not a singular criterion of exclusion unless it was blacklisted online
as spam. Contingent circumstances were possible, such as a MLSP traveling at the time of the
survey, or a NG/R, ETS, or retired spouse not living near an installation.
The number of false entries in round one prompted the survey to be briefly re-opened.
MLSP participation was lower, likely because many in the online networks had already
participated. False entries less of an issue due to additional measures. Round two of data
collection yielded 128 entries, five of which were incomplete. After both rounds of data were
line-by-line screened (some multiple times) utilizing the previously outlined criteria, it was
combined into a single sample, and a final screening technique was engaged. The entire data set
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was sorted by IP address, cross referencing potentially authentic data IP addresses with spam.
This resulted in the exclusion of 13 additional entries being excluded. The 27-day data filtering
and screening process yielded these sample size results: 3,858 total survey entries, 204
incomplete entries, 2,575 spam entries, and 1,079 authentic MLSP entries. The overall sample
size for a multiple regression analysis with the specific number of variables of 1,072 (Maxwell,
2000) was met.
In hindsight, the order of data screening ideally would have proceeded as follows:
Exclude incompletes, include text entry “other” question entries, sort by IP address, exclude
suspicious duplicates or identical IP addresses, exclude entries with age married greater than
participant age, sort and verify via basic demographic information, followed by resilience
responses, SS ranking of 1-2-3-4-5, and finally, review all entries individually to determine
inclusion or exclusion of the final authentic data set. For researchers wishing to duplicate this
study, it is recommended to include text entry spam screening questions and ensure that fraud
detection is fully enabled before the survey is published.
Data Screening: Incentive Survey
Unlike the main survey data, screening of the incentive survey was less complicated due
to the smaller number of questions yielding more easily detectable spam entries. The initial
incentive emails acquired in the first 19 hours of the survey window opening were filtered based
on incompleteness, auto-filled inaccurate information (i.e., street address in place of phone
number) or suspicious/nonsensical email addresses or domains (e.g., Michael Phelps,
havenazarria08@gmail.com or Luma Sherrica, carideegvzallx@gmail.com). Slight modifications
were made to the incentive survey after realizing the infiltration of spam, including the addition
of “I’m not a robot” reCAPTCHA checkbox at the beginning as a text entry question. This
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created an additional filter criterion to determine authenticity. Many of the false entries from the
text answers were illogical or duplicated throughout the sample (ex., “I think being a soldier is
very handsome” or “As soon as I come of age, I joined the army.”) After screening for
incompleteness or inaccuracy, the incentive data were sorted via the text entry question, then
nonsensical or duplicate answers were excluded. Entries from the first 19 hours were manually
and individually reviewed for suspicious emails or names due to lack of text entry question.
Based on observations and unofficial feedback from some participants, not all chose to
participate in the incentive opportunity. Overall, incentive data yielded 4,080 entries, with 464
incompletes, 2,781 spam entries, and 835 authentic cases.
Descriptive Statistics
The MLSP experience is highly unique and varies among individuals. A foundational
component of this study requires a review of the demographic characteristics from sample prior
to exploring the descriptive statistics within the scales and measures. This is followed by the
inferential statistics from the computed multiple regression analyses.
Demographics
A gender analysis of total MLSP responses (N = 1078) revealed 97.2% female (n = 1049)
and 2.7% male (n = 29) respondents (one participant skipped the question). This resembles
reports from previous studies stating that about 95% of MLSPs are female (Lara-Cinisomo et al.,
2020). This aligned with predictions that most entries would be female, based not only on prior
research, but also from the online networks of the researcher. The age of participants was
normally distributed. The average age range of participants was 33–39 years old, with nearly one
third of reporting MLSPs report that age category. See Table 4.1 for specific data surrounding
MLSP age.
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Table 4.1
Military Spouse Age
Age
18-21
22-26
27-32
33-39
40-47
48-55
56+

n
4
87
221
346
249
141
30

%
0.4
8.1
20.5
32.1
23.1
13.1
2.8

Information regarding component and branch was collected from MLSP participants,
with 75.6% (n = 816) active duty. Approximately 11.3% (n = 122) indicated “retired,” 7.3% (n =
79) reported as NG/R, and 5.7% (n = 62) were ETS or separated from service. One minor issue
in data collection about military component was lack of specification about which component
that medically retired should be reported; some MLSPs might classify that as separated, while
others may consider it as officially “retired.” Data from military branch produced a diverse
sample of MLSPs: 79.7% (n = 860) from the Army, followed by Air Force 11.8% (n = 127),
Navy 3.9% (n = 42), Marines 3.6% (n = 38), Coast Guard 0.9% (n = 10), and Space Force 0.1%
(n = 1).
Time served, years married, number of children, and PCSes were also included in the
survey. This information was used for verification and screening purposes, (e.g., comparing time
served with rank or time served with OPTEMPO). Time served in the military ranged from one
year to 40 (M = 15.8, SD = 7.75). Survey respondents had been married from less than one year
to 62 years (M = 13.7, SD = 8.81). Data revealed that 91% of MLSP respondents had
experienced one or more PCS, and 89.7% were parents. For complete data, see Tables 4.2 (PCS
frequency) and 4.3 (number of children).

122
Table 4.2
Frequency of Military Spouse PCSes
PCSes
0
1–2
3–4
5–6
7–8
9–10
11+

n
97
253
250
183
120
84
92

%
9.0
23.4
23.2
17.0
11.1
7.8
8.5

Table 4.3
Number of Children
Children
0
1
2
3
4
5+

n
111
188
377
250
104
49

%
10.3
17.4
34.9
23.2
9.6
4.5

Measures and Variables
This section of descriptive statistics will explore data obtained from the MLSP sample
that directly reflect the chosen scales to measure the independent variable (R/S = X), dependent
variable (MLSP mental health = Y), mediator (resilience = M1) and moderators (SS, deployment,
rank = W).
Military Spouse Mental Health
The chosen measure for exploring MLSP mental health was the shortened version of the
DASS-21 (Lovibond & Lovibond, 1995). Prior to analysis, the 21 questions were computed into
new variables to reflect the respective subscales of depression, anxiety, and stress utilizing
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syntax in SPSS. Those values were then recoded into categories according to the cut-off scores
provided by Lovibond and Lovibond (1995).
Results from the DASS-21 subscales reflected mental health difficulties within the MLSP
lifestyle. For depression, 61.7% (n = 666) of MLSPs indicated normal levels, 11.4%
demonstrated mild symptoms of depression, 15.4% were moderate, 6.5% were severe, and 4.4%
reported extremely severe depressive symptoms. The sum of depression indicators (mild to
extreme) totaled 37.7% (n = 406). The sum of moderate to extremely severe depressive
symptoms was 26.3% (n = 283). Anxiety demonstrated similar patterns. Approximately 57.7%
were within the normal range, 8.2% mild, 17.1% moderate, 6.5% severe, and 9.5% extremely
severe. The sum of MLSPs that experienced mild to extremely severe anxiety symptom within
the last week MLSP was 41.3% (n = 447). MLSPs reporting moderate to extremely severe
symptoms of anxiety totaled 33.1% (n = 358). MLSPs experiencing stress showed just over half
(54.7%) with normal levels of stress, followed by 16.5% mild, 15.1% moderate, 3.0% severe,
and 10.0% extremely severe. The sum of mild to extreme symptoms of stress was 44.6% (n =
481), while moderate to extremely severe was 28.1% (n = 303). Complete data from the DASS21 are found in Table 4.4.
Table 4.4
Depression, Anxiety, and Stress in Military Spouses

Normal
Mild
Moderate
Severe
Extremely Severe

Depression
n
%
666
61.7
123
11.4
166
15.4
70
6.5
47
4.4

Anxiety
n
%
623
57.7
89
8.2
185
17.1
70
6.5
103
9.5

Stress
n
590
178
163
32
108

%
54.7
16.5
15.1
3.0
10.0
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An additional question at the end the DASS-21 responses assessed specifics of MLSP
mental health: “During your time as a military spouse, have you been diagnosed with any type of
mental health issues?” If respondents indicated “Yes,” the next question was set with display
logic to ask participants to mark any of the following diagnoses that applied: anxiety, depression,
PTSD, substance abuse/addiction, suicidal ideations, or other. Approximately 30.6% (n = 330) of
MLSPs indicated a prior diagnosis of anxiety, and 26.3% (n = 284) had been diagnosed with
depression. About 7.4% (n = 80) MLSPs in the sample indicated PTSD diagnosis. Less than 1%
reported substance abuse/addiction, yet 2.9% (n = 31) reported an official diagnosis of suicidal
ideation.
In this sample, 6.4% of MLSPs indicated “other” for mental health diagnoses, and the
text entry responses were highly diverse, including 69 separate entries. Although not exhaustive,
“other” responses included attention deficit disorder/attention deficit hyperactivity disorder (n =
8), adjustment disorder (n = 6), bipolar (n = 7), obsessive-compulsive disorder (n = 4), insomnia
(n = 3), panic disorder/attacks (n = 7), and postpartum depression or anxiety (n = 15). Some
participants also clarified that they suffered from PTSD/depression from their own military
service or experiences prior to or outside of the MLSP life.
Military Spouse Religion/Spirituality
Five subscales from the BMMRSS measured R/S levels of the MLSP sample population:
DSE (six items; α = 0.93), Values/Beliefs Subscale (two items; α = 0.41), Organized Religion
Subscale (two items; α = 0.84), RC (seven items; α = 0.78), and Private Religious Practices
Subscale (five items; α = 0.86). The subscales were computed individually since the answer
selections varied scale-to-scale, some with options ranging from 1 to 4, 1 to 6, or 1 to 8. Because
only select subscales were chosen, no universal scoring method for overall BMMRSS would
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accurately reflect the score totals or averages, so each subscale score was then averaged to
produce a Global R/S score.
Additionally, the overall scores from BMMRSS were reverse coded to reflect the results
more accurately, aligning with the other scales utilized in this study. As written, lower scores
from BMMRSS represented higher R/S levels. In all the other measures (DASS-21, BRS,
MSPSS, deployment, and rank), higher numbers indicated higher levels of the variable. When
data was initially reviewed, results presented a misleading surface-level interpretation: a higher
R/S scoring number indicated a positive relationship with mental health issues. Although “true,”
the higher R/S number actually indicated lower levels of R/S, creating difficulty accurately
interpreting data. For consistent interpretation across all measures, the R/S scale was reverse
coded (i.e., higher average score equated higher levels of R/S). This did not impact the integrity
of the results.
Global R/S scores (n = 1077) ranged from 1.11 to 5.27. For category purposes, the mean
3.3 (SD = 1.04) was considered. Scores were coded into category ranges with 1-2.3 representing
low R/S, 2.3-3.3 as slight R/S, 3.3-4.3 as moderate R/S, and 4.3-5.3 high R/S. The distribution of
scores within categories was reflective of the other indicators within the R/S measures: 20.9% (n
= 225) indicated low R/S, 23.7% (n = 256) MLSPs reported slight R/S tendencies, over one third
at 34.4% (n = 371) were moderately R/S and 20.9% (n = 225) reported high R/S levels. Given
these statistics, more than half (55.3%) of MLSP participants were either moderately or highly
R/S. Graphic representation of these results can be found in Figure 4.1.
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Figure 4.1
Military Spouse Global R/S Categories

The next question addressed the survey participants’ current R/S preference. The highest
reported R/S preferences were nondenominational Christian (45.5%, n = 490), followed by
Catholic (17.1%, n = 184), and no religion, atheist/agnostic (11.5%, n = 124). The sum of all
Christian preferences (Christian/nondenominational, Catholic, Episcopal, Lutheran, Methodist,
Presbyterian, Baptist, and Pentecostal) totaled 81.7% (n = 881) of the MLSP sample. See Table
4.5 for a list of preferred MLSP R/S.
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Table 4.5
Military Spouse Religious/Spiritual Preferences
No religion (atheist, agnostic)
Islam
Hindu
Wiccan
Jewish
Catholic
Episcopal
Lutheran
Methodist
Presbyterian
Christian (Non-denominational)
Baptist
Pentecostal
Other

n
124
3
1
1
8
184
18
23
44
24
490
94
4
59

%
11.5
0.3
0.1
0.1
0.7
17.1
1.7
2.1
4.1
2.2
45.4
8.7
0.4
5.5

For religious preference, 59 MLSP respondents chose “other.” Some responses were to
be grouped together: Anglican (n = 3), Assembly of God (n = 2), Disciples of Christ (n = 2),
Native American (n = 2), and Church of Jesus Christ of Latter-Day Saints/Mormon (n = 11).
Additional answers explained more in depth about their R/S preference with responses such as “I
believe in God, bud I don’t identify with any specific denomination. I have different spiritual
practices I enjoy that bring me peace” or “On paper, I’m a Methodist married to a Catholic, but
I’m a closet agnostic.” Several responses also mentioned their personal experience of being
spiritual without relying on or involving religion (n = 5).
The final component of R/S assessment within the survey included three self-report
questions, two from the BMMRSS and one from the researcher. The questions explored the
participants’ self-report levels of religiousness and spirituality as separate entities, as well as and
views connecting R/S to mental health. For religiosity, 17.4% (n = 188) of MLSPs reported
themselves as very religious, 38.1% (n = 411) moderately religious, 24.8% (n = 268) slightly
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religious and 19.4% (n = 209) not religious at all. Greater levels of spirituality were reported in
the sample, with 28.3% (n = 305) indicating themselves as very spiritual, 38.3% (n = 413) as
moderately spiritual, 22.5% (n = 243) as slightly spiritual, and 10.7% (n = 115) as not spiritual at
all. More than half of the MLSP sample (55.5%) indicated moderate to high levels of religiosity
and over two-thirds (66.5%) reported moderate to high levels of spirituality, which generally
aligns with the Global R/S categories. When including the “slight” numbers of religiosity and
spirituality in overall totals, those numbers jump significantly, with 80.3% of MLSPs reporting
any level of religiousness and 89% of MLSP with any level of spirituality. In the final question,
more than half of MLSPs (58.0%, n = 626) indicated that R/S positively impacts their mental
health as 30.2% strongly agreed (n = 326) and 27.8% agreed (n = 300), while 23.3% (n = 251)
were neutral, 4.6% disagreed (n = 50), and 13.9% (n = 150) strongly disagreed.
Military Spouse Resilience (M1)
Six items from the BRS assessed MLSP resilience (M1). The Likert-style measure
presented three positively worded questions and three negatively worded questions. To get an
accurate BRS mean, items two, four, and six were recoded into new variables for a positive
score, as instructed by the scale guidelines. The six items were then averaged to produce an
overall BRS mean. Possible resilience answers ranged from 1 to 5 (M = 3.45, SD = 0.76). The
scores were then categorized as low, normal, and high resilience (B. W. Smith et al., 2008). Of
the total MLSPs that completed this portion of the survey (n = 1,071), 24.0% demonstrated low
resilience (n = 259), 63.2% reported normal resilience levels (n = 682) and 12.0% had high
resilience (n = 130). Figures 4.2 and 4.3 provide visual representation of the distribution of the
average BRS scores and BRS categories.
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Figure 4.2
Military Spouse Average Resilience Scores (BRS)

Figure 4.3
Military Spouse Resilience Categories (BRS)

As an additional appraisal measure for resilience, participants were asked to self-assess
their personal resilience: “With 1 being the lowest and 100 the highest, how would you rank your
own military spouse resilience?” The mean self-report resilience level was 79.48 (SD = 15.62.
Approximately 85.2% (n = 910) of MLSPs ranked their personal resilience level at a 66 or
higher.
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Military Spouse Social Support
The first moderator, SS (W1), was assessed using the MSPSS, a 12-item Likert-scale
measure. Options ranged from very strongly disagree (1) to very strongly agree (7). At the
beginning of the question series, participants were instructed to answer the questions based on
the absence of the SM. The scores of participating MLSPs (n = 1052) were totaled, with higher
scores indicating higher perceived SS. As set forth by Zimet and Zimet (1988), the sum of
MSPSS scores were then labeled as low perceived SS (12–35), medium perceived SS (36–60)
and high perceived SS (61–84). The mean for MLSP respondent SS was 62.04 (SD = 14.78).
Nearly one third of MLSPs reflected medium levels of perceived SS (31.8%, n = 343), and
60.4% had high perceived SS (n = 652). Only 5.3% (n = 57) reported low levels of perceived SS.
An additional SS measure was added at the conclusion of the survey, asking participants
to rank where they receive the most SS: military provided programs/resources, local or
surrounding communities, within the military unit, church or R/S communities, or family of
origin. Although about 10.5% of MLSPs skipped the question (n = 113), the greatest area of SS
was reported as family of origin, with 43.8% (n = 473) of MLSPs ranking it as their number one
source. Surrounding/local community was next as the first choice for SS (17.7%, n = 191),
followed by church or R/S communities (12.1%, n = 131), within the military unit (8.8%, n =
95), and military provide program/resources (7.0%, n = 76). Notably, church or R/S communities
was ranked as a last choice of seeking social support for 28.3% (n = 305), closely followed by
within the military unit (22.6%, n = 244) and military provided programs/resources (21.8%, n =
235). See Table 4.6 for complete data of MLSP SS.
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Table 4.6
Military Spouse Social Support Preferences

Military-provided resources
Surrounding community
Within the military unit
Church or R/S communities
Family of origin

First
choice
n
%
76
7.0
191 17.7
95
8.8
131 12.1
473 43.8

Second
choice
n
%
129 12.0
320 29.7
133 12.3
189 17.5
195 18.1

Third
choice
n
%
200 18.5
215 19.9
232 21.5
189 17.5
130 12.0

Fourth
Last
choice
choice
n
%
n
%
326 30.2 235 21.8
144 13.3 96
8.9
262 24.3 244 22.6
152 14.1 305 28.3
82
7.6 86
8.0

Military Spouse Deployment
Information about the second moderator, deployment (W2), was obtained through the
demographic questionnaire. The question was posed “How many total deployments have you
experienced as a military couple?” The responses did not follow a normal distribution curve:
10.9% (n = 118) MLSPs had never experienced a deployment, 19.9% (n = 215) reported one
deployment, 19.8% (n = 214) had with two deployments, 17.0% (n = 183) with three
deployments, 12.0% (n = 129) with four deployments, 5.6% (n = 60) reported five deployments,
and 14.7% (n = 159) reported they had experienced six or more deployments as a military
couple. Based on these data, 89% (n = 960) of MLSP respondents had experienced at least one
deployment as a military couple. See Figure 4.4.
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Figure 4.4
Number of Deployments Experienced as a Military Couple

Military Spouse Service Member Rank
The third moderator, rank (W3), was also assessed by a demographic question: “What is
your service member’s current rank? (If Retired/Separated: Indicate your service member’s rank
upon military separation).” Possible rank responses ranged from Junior Enlisted/NCO (E1-E4) to
General Officer (O7-O9; see Table 4.7 for complete responses). The overall breakdown of
enlisted and commissioned officers was 49.5% and 45.8%, respectively.
Table 4.7
Service Member Rank
Rank
Junior Enlisted/NCO (E1-E4)
Non-Commissioned Officer (E5-E6)
Senior NCO (E7-E9)
Warrant Officer
Company Grade Officer (O1-O3)
Field Grade Officer (O4-O6)
General Officer (O7-O9)

n
49
234
251
50
130
341
24

%
4.5
21.7
23.3
4.6
12.0
31.6
2.2
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Results
To obtain the inferential statistics for the study hypotheses, data analysis was conducted
using IBM SPSS Version 28. In this section, bivariate correlations, linear regression, and
multiple regression results will be presented. The PROCESS macro extension (Version 4.0,
Hayes, 2018) was installed in SPSS to assess moderation and mediation in multiple regression
(Models 4 and 58). Each statistical test and zero-order correlations will now be explored in
conjunction with the corresponding hypothesis.
Ha1
The first hypothesis stated, “MLSPs who engage R/S behaviors and beliefs as specified
within the selected BMMRSS subscales will demonstrate statistically significant lower instances
of depression, anxiety, and stress through administration of the DASS-21.”
Figure 4.5
Hypothesized Theoretical Model One

Before statistical analyses were computed, a comparative reliability analysis was
conducted on the BMMRSS and the DASS-21 to verify internal consistency. The α for the
Global R/S measure yielded .94, and for depression, anxiety, and stress subscales were .90, .84,
and .86, respectively. Anything above a .7 is acceptable, so these measures were deemed reliable
and consistent within this study sample. Zero-order correlations were then considered to
determine possible connections between the independent variable X (R/S) and dependent
variable (Y) components of mental health. The complete correlation matrix of all variables in
this study is found in Table 4.8.
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Table 4.8
Zero-Order Pearson Correlations Between X, Y, M1, and W

Anxiety
Stress
R/S
DSE
RC
Resil
SS
Deploy
Rank

Depress Anxiety Stress
.69**
⏤
**
.69
.69**
⏤
**
-.13
-0.05
-0.05
-.21**
-.12** -.14**
-.19**
-.12** -.09**
-.43**
-.41** -.40**
-.36**
-.29** -.24**
-0.04
-0.06
-.09**
-.18**
-.24** -.16**

R/S

DSE

RC

Resil

SS

Deploy

⏤
.91**
.82**
0.04
.15**
0.05
.10**

⏤
.81**
.13**
.19**
0.06
.11**

⏤
.13**
.19**
.07*
.13**

⏤
.25**
.12**
.25**

⏤
-0.00
.13**

⏤
.39**

*Correlation is significant at the 0.05 level (2-tailed).
**Correlation is significant at the 0.01 level (2-tailed).
Prior research indicates high levels of comorbidity between depression, anxiety, and
stress. The correlations between each of the mental health measures in this study were
statistically significant (p < .001), demonstrating a large positive effect size (r = .69), between
anxiety and depression, stress and depression, as well as anxiety and stress. The zero-order
correlation between Global R/S scores and depression was statistically significant (p < .001),
expressing a small negative effect (r = -.12). Although correlations between Global R/S, anxiety,
and stress indicated an inverse relationship, the correlations were not significant. Notable
correlations were also found between select R/S subscales and mental health. DSE demonstrated
small, inverse correlations with all three DASS subscales: depression (r = -.21), anxiety (r = .12), and stress (r = -.14). RC demonstrated similar significant (p < .001) negative correlations
with depression (r = -.19), anxiety (r = -.12) and stress (r = -.09).
A basic linear regression analysis of Global R/S on depression produced F(1, 1068) =
14.61, p < .001, R2 = .01. Global R/S demonstrated low variance on depression and a weak
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relationship between the two components. Global R/S was a predictor of depression (p < .001),
suggesting that with each unit decrease of Global R/S, depression increases by .96 units (see
Table 4.9). Global R/S was not found to be a predictor of anxiety or stress.
Table 4.9
Linear Regression Results: Global R/S on Depression
95% CI
Source
b
SE
p
LL
UL
Constant
12.169
.873
< .001
10.456
13.882
Global R/S
-0.957
.250
< .001
-1.448
-0.466
Note. CI = confidence interval; LL = lower limit; UL = upper limit.
Within the BMMRSS, two subscales (DSE and RC) demonstrated notable correlations
with mental health, warranting further exploration. Therefore, additional analyses were
completed using the R/S subscales as the predictor variable (X). DSE exerted a statistically
significant impact (p < .001) on all three mental health outcomes with unstandardized
coefficients greater than those demonstrated within Global R/S from BMMRSS. RC was also
significant (p < .001) on all three mental health variables. The largest unstandardized coefficient
in the entire study was found between RC on depression, suggesting that with each unit decrease
of RC, depression increases by 3.3 units. See Table 4.10 for complete results of the linear
regression analyses.
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Table 4.10
Linear Regression Results: DSE and RC
95% CI

Source
DSE on Depression
Constant
DSE
DSE on Anxiety
Constant
DSE
DSE on Stress
Constant
DSE
RC on Depression
Constant
RC
RC on Anxiety
Constant
RC
RC on Stress
Constant
RC

b

SE

p

LL

UL

13.859
-1.277

0.75 < .001
0.185 < .001

12.388
-1.639

15.33
-0.915

10.039
-0.645

0.691 < .001
0.17 < .001

8.683
-0.979

11.395
-0.312

18.071
-0.872

0.771 < .001
0.19 < .001

16.559
-1.244

19.584
-0.5

18.14
-3.301

1.472 < .001
0.522 < .001

15.252
-4.326

21.028
-2.276

12.813
-1.888

1.356 < .001
0.481 < .001

10.152
-2.832

15.474
-0.943

19.127
-1.581

1.522 < .001
0.54
.004

16.141
-2.641

22.114
-0.521

Based on the bivariate correlations and linear regression analyses, Ha1 is supported, and
the null hypothesis is rejected. Global R/S (BMMRSS) exerted an inverse effect on depression,
and DSE and RC exerted significant inverse effects on all three mental health outcomes. These
results support the alternate hypothesis that MLSPs who engage R/S beliefs or behaviors
demonstrate lower instances of depression, anxiety, and stress.
Ha2
The second hypothesis stated, “As measured by BRS, resilience will partially mediate the
relationship between R/S (BMMRSS) and mental health (DASS-21) in the sample population of
MLSPs.”
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Figure 4.6
Hypothesized Theoretical Model Two

Before conducting the inferential statistical hypothesis tests, a reliability analysis of
resilience (BRS) yielded an α of .86, which is acceptable to establish internal consistency.
Correlations between resilience and mental health were statistically significant (p < .001) for the
depression, anxiety, and stress. Each demonstrated an inverse relationship with medium effect
size. The correlations between resilience and mental health were as follows: depression, r = -.43;
anxiety, r = -.41; and stress, r = -.40. The correlation between resilience and Global R/S was not
significant but was significant (p < .001) between resilience and DSE (r =.13), and between
resilience and RC (r = .12).
PROCESS Model 4 (Hayes, 2018) was utilized to explore the relationship of Global R/S
(X) on the three mental health outcomes (Y) through resilience (M1). The first relationship of
Global R/S on resilience was one of the few models in the study not statistically significant: F(1,
1060) = 1.65, p = .20, R2 = .002. However, the model analyzing Global R/S on depression
through resilience was significant: F(2, 1059) = 129.21, p < .001, R2 = .20. This suggests that
Global R/S and resilience account for 20% variance in depression. Both Global R/S and
resilience were predictors of depression (see Table 4.11). However, Global R/S (X) did not exert
an indirect effect (95% CI [-.360, .085]) on depression (Y) through M (resilience).
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Table 4.11
PROCESS Model 4 Results: Global R/S (X) on Depression (Y) Through Resilience (M1)
95% CI
Source
Constant
Global R/S
Resilience

b
27.950
-0.807
-0.789

SE
1.230
0.227
0.051

p
< .001
< .001
< .001

LL
25.420
-1.251
-0.889

UL
30.480
-0.362
-0.689

When assessing Global R/S on anxiety and stress through resilience, both models were
significantly significant: F(2, 1057) = 107.54, p < .001, R2 = .17 (anxiety) and F(2, 1058) =
102.11, p < .001, R2 = .16 (stress). Resilience was a predictor of each, but Global R/S did not
exert direct or indirect effects on either anxiety or stress through resilience. See Table 4.12 and
Table 4.13 for comprehensive results.
Table 4.12
PROCESS Model 4 Results: Global R/S (X) on Anxiety (Y) Through Resilience (M1)
95% CI
Source
Constant
Global R/S
Resilience

b
22.3710
-0.2135
-0.6838

SE
1.188
0.2096
0.0469

p
< .001
.3087
< .001

LL
20.040
-0.6247
-0.7758

UL
24.703
0.1978
-0.5917

Table 4.13
PROCESS Model 4 Results: Global R/S (X) on Stress (Y) Through Resilience (M1)
95% CI
Source
Constant
Global R/S
Resilience

b
31.190
-0.289
-0.752

SE
1.343
0.237
0.053

p
< .001
.223
< .001

LL
28.555
-0.753
-0.856

UL
33.825
0.176
-0.648

Based on the correlations between DSE and RC, additional analyses were conducted
beyond BMMRSS to assess R/S on MLSP mental health through resilience. PROCESS Model 4
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(Hayes, 2018) found DSE (X) to be a predictor of resilience: F(1, 1060) = 17.87, p < .001, R2 =
.02. The model of DSE (X) on depression (Y) through resilience (M1) was also significant: F(2,
1059) = 139.98, p < .001, R2 = .21. This suggests that 21% of variance in depression is accounted
for by DSE and resilience. Each were also predictors of depression. Unlike the relationship
between Global R/S on depression through resilience, DSE exerted an indirect effect (95% CI [.497, -.172]) on depression through resilience. See Tables 4.14 and 4.15 for detailed results.
Table 4.14
PROCESS Model 4 Results: DSE (X) on Resilience (M1)
95% CI
Source
Constant
DSE

b
18.989
0.430

SE
.413
.102

p
< .001
< .001

LL
18.179
0.230

UL
19.799
0.629

Table 4.15
PROCESS Model 4 Results: DSE (X) on Depression (Y) Through Resilience (M1)
95% CI
Source
Constant
DSE
Resilience

b
28.223
-.931
-.760

SE
1.182
.170
.051

p
< .001
< .001
< .001

LL
25.904
-1.264
-.860

UL
30.542
-.599
-.661

The model of the relationship between DSE on anxiety through resilience was significant:
F(2, 1057) = 109.35, p < .001, R2 = .17. DSE (p = .05) and resilience (p < .001) were predictors
of anxiety, although effect sizes were lower on anxiety compared to depression (see Table 4.16).
DSE (X) exerted both direct and indirect effects on anxiety (Y) through resilience (M) based on
the 5,000 bootstrapped sample 95% CI [-.443, -.155]. Findings on stress from DSE through
resilience were similar: F(2, 1058) = 106.64, p < .001, R2 = .17, yet there was a notable
difference in significance levels of DSE as seen in Table 4.17. DSE again exerted
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an indirect effect on stress through resilience (95% CI [-.484, -.173]).
Table 4.16
PROCESS Model 4 Results: DSE (X) on Anxiety (Y) Through Resilience (M1)
95% CI
Source
Constant
DSE
Resilience

b
22.648
-0.314
-0.673

SE
1.097
0.158
0.047

p
< .001
.046
< .001

LL
20.496
-.623
-.766

UL
24.799
-.005
-.581

Table 4.17
PROCESS Model 4 Results: DSE (X) on Stress (Y) Through Resilience (M1)
95% CI
Source
Constant
DSE
Resilience

b
31.891
-0.535
-0.733

SE
1.236
0.178
0.053

p
< .001
.003
< .001

LL
29.466
-0.883
-0.838

UL
34.315
-0.187
-0.629

Results from analyses of RC were similar to DSE. The relationship between RC (X) on
resilience (M1) was significant: F(2, 1060) = 16.46, p < .001, R2 = .02 The unstandardized
coefficient suggests that with each unit increase of RC, resilience increases by 1.16 units (see
Table 4.18). The model of RC on depression through resilience was F(2, 1059) = 136.91, p <
.001, R2 = .21. Both RC and resilience were predictors of depression (see Table 4.19). RC (X)
also exerted an indirect effect on depression (Y) through resilience (M1) based on the 95% CI [1.38, -.431].
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Table 4.18
PROCESS Model 4 Results: RC (X) on Resilience (M1)
95% CI
Source
Constant
RC

b
17.407
1.162

SE
0.807
0.287

p
< .001
< .001

LL
15.824
0.600

UL
18.990
1.724

Table 4.19
PROCESS Model 4 Results: RC (X) on Depression (Y) Through Resilience (M1)
95% CI
Source
Constant
RC
Resilience

b
31.418
-2.402
-0.765

SE
1.604
0.478
0.051

p
< .001
< .001
< .001

LL
28.271
-3.340
-0.865

UL
34.565
-1.463
-0.665

The model summary of RC on anxiety through resilience was F(2, 1057) = 110.19, p <
.001, R2 = .17. RC exerted both direct (95% CI [-1.190, -.166]) and indirect (95% CI [-1.23, .376]) effects on anxiety through resilience (see Table 4.20). The analysis of RC on stress
through resilience produced similar results, demonstrating a statistically significant model: F(2,
1058) = 102.30, p < .001, R2 = .16. However, only resilience was a predictor of stress. RC
exerted an indirect effect on stress through resilience (95% CI [-1.3279, -.4203]). See Table 4.21
for complete results.
Table 4.20
PROCESS Model 4 Results: RC (X) on Anxiety (Y) Through Resilience (M1)
95% CI
Source
Constant
RC
Resilience

b
24.302
-1.038
-0.672

SE
1.489
0.444
0.047

p
< .001
.020
< .001

LL
21.381
-1.910
-0.765

UL
27.223
-0.166
-0.580
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Table 4.21
PROCESS Model 4 Results: RC (X) on Stress (Y) Through Resilience (M1)
95% CI
Source
Constant
RC
Resilience

b
31.979
-0.677
-0.746

SE
1.685
0.503
0.053

p
< .001
.179
< .001

LL
28.673
-1.664
-0.850

UL
35.285
0.311
-0.641

Overall, Global R/S (X) as assessed by BMMRSS did not exert indirect effects on
depression, anxiety, or stress (Y) through resilience (M1). These results alone do not support Ha2.
However, the other measures of X (DSE and RC) did exert indirect effects on each mental health
outcome (Y) through resilience (M1). This provides support for the hypothesis that, as measured
by BRS, resilience (M1) partially mediates the relationship between R/S and mental health in this
sample population of MLSPs.
Ha3
The third hypothesis stated, “As perceived SS (moderator) measured by MSPSS
increases, the relationship between R/S (BMMRSS) and resilience (BRS) will become stronger,
thus exerting an inverse (decreased) prevalence rate of MLSP depression, anxiety, and stress as
reflected on DASS-21.”
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Figure 4.7
Hypothesized Theoretical Model Three

A reliability analysis established internal consistency of the SS measure (MSPSS, α =
.94). Bivariate correlations indicated statistically significant correlations (p < .001) between the
moderator SS (W1) with all variables except deployment. SS demonstrated a negative
relationship with mental health outcomes: depression (r = -.36, medium effect size); anxiety (r =
-.29, small effect size); and stress (r = -.24, small effect size). Small, positive correlations were
found between SS and Global R/S (r =.15), resilience (r = .25), and rank (r =.13). Aligning with
previous patterns found in this study, notable correlations between SS and DSE (r = .18) and RC
(r = .19) were the highest among the respective R/S subscales.
Hypothesis testing used PROCESS Model 58 (Hayes, 2018) to explore potential
moderation effects from SS on the relationships between Global R/S on the three components of
mental health through resilience. The model of Global R/S (X) on resilience (M1) conditioned by
SS (W1) was F(3, 1039) = 23.97, p < .001, R2 = .07 (see Table 4.22). SS was a predictor of
resilience (p < .001), but neither the conditional effects of R/S at various levels of SS or the
interaction of R/S and SS on resilience were significant.
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Table 4.22
PROCESS Model 58 Results: Global R/S (X) on Resilience (M1) Conditioned by Social Support
(W1)
95% CI
Source
Constant
Global R/S
Social Support
Interaction

b
-.035
.025
.081
.016

SE
.140
.136
.010
.009

p
.803
.854
< .001
.077

LL
-.309
-.241
.062
-.002

UL
.239
.291
.100
.033

The model of Global R/S (X) on depression (Y) through resilience (M1) conditioned on
levels of SS (W1) was significant: F(4, 1038) = 92.53, p < .001, R2 = .26. R/S, resilience, and SS
accounted for 26.3% of variance in depression with a large effect size (R = .51). All three
variables and their interaction were significant (see Table 4.23 for specific significance levels).
Conditional effects of Global R/S at various levels of SS were also significant (see Figure 4.8).
Global R/S did not, however, exert indirect effects on depression through resilience at any level
of SS.
Table 4.23
PROCESS Model 58 Results: Global R/S (X) on Depression (Y) Through Resilience (M1)
Conditioned by Social Support (W1)
95% CI
Source
Constant
Global R/S
Resilience
Social Support
Interaction

b
8.865
-0.525
-0.670
-0.149
0.006

SE
.232
.222
.051
.016
.003

p
< .001
.019
< .001
< .001
.040

LL
8.409
-0.960
-0.770
-0.181
0.000

UL
9.321
-0.090
-0.570
-0.117
0.012
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Figure 4.8
The Conditional Effect of Perceived Social Support on the Relationship Between Global R/S and
Depression
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Like depression, the model of Global R/S (X) on anxiety (Y) through resilience (M1)
conditioned on levels of SS (W1) was significant: F(4, 1034) = 66.14, p < .001, R2 = .20. A
medium effect size (R =.45) was found in conjunction with 20.3% variation in anxiety from the
three variables. Resilience and SS were predictors of anxiety (p < .001), and the interaction of
the three variables was also significant (p = .04; see Table 4.24). Conditional effects of Global
R/S on anxiety at differing levels of SS were significant (see Figure 4.9). However, Global R/S
did not exert direct or indirect effect on anxiety through resilience at any levels of SS.
Table 4.24
PROCESS Model 58 Results: Global R/S (X) on Anxiety (Y) Through Resilience (M1)
Conditioned by Social Support (W1)

Source
Constant
Global R/S
Resilience
Social Support
Interaction

b
7.432
-0.022
-0.584
-0.101
0.006

SE
.218
.208
.048
.015
.002

p
< .001
.917
< .001
< .001
.043

95% CI
LL
UL
7.005
7.860
-0.429
0.386
-0.677
-0.490
-0.130
-0.071
0.000
0.011
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Figure 4.9
The Conditional Effect of Perceived Social Support on the Relationship Between Global R/S and
Anxiety
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The model of Global R/S (X) on stress (Y) through resilience (M1) conditioned by levels
of SS (W1) was again statistically significant: F(4, 1037) = 56.35, p < .001, R2 = .18. This
suggests that 18% of stress is accounted for by Global R/S, resilience, and SS. Resilience and SS
were found to be predictors of stress (see Table 4.25). The interaction of the three variables on
stress was not statistically significant, nor were the conditional effects of Global R/S on stress at
differing levels of SS. Once again, Global R/S did not exert direct or indirect effects on stress
through resilience at any levels of SS.
Table 4.25
PROCESS Model 58 Results: Global R/S (X) on Stress (Y) Through Resilience (M1) Conditioned
by Social Support (W1)
95% CI
Source
Constant
Global R/S
Resilience
Social Support
Interaction

b
14.719
-0.149
-0.684
-0.082
-0.001

SE
.251
.239
.055
.017
.003

p
< .001
.533
< .001
< .001
.799

LL
14.227
-0.618
-0.791
-0.116
-0.007

UL
15.210
0.320
-0.576
-0.048
0.006
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PROCESS Model 58 (Hayes, 2018) revealed the model of DSE (X) on resilience (M1)
conditioned by SS was significant F(3, 1039) = 26.01, p < .001, R2 = .07). SS was found to be a
predictor of resilience, but DSE was not. The interaction of the two variables on resilience was
also not significant (see Table 4.26). The model of DSE (X) on depression (Y) through resilience
(M1) conditioned by levels of SS (W1) was also significant: F(4, 1037) = 96.19, p < .001, R2 =
.27. This suggests that 27% of variance in depression is accounted for by DSE, SS, and
resilience. Additionally, all three variables (p < .001) and their interaction (p = .05) were
significant (see Table 4.27). Conditional effects of DSE were significant at all levels of SS (see
Figure 4.10). DSE also exerted an indirect effect on depression through resilience at the 50th
(95% CI [-.339, -.059]) and 84th (95% CI [-.367, -.035]) percentiles of SS (see Figure 4.11).
Table 4.26
PROCESS Model 58 Results: DSE (X) on Resilience (M1) Conditioned by Social Support (W1)
95% CI
Source
Constant
DSE
Social Support
Interaction

b
15.679
0.097
0.061
0.003

SE
1.547
0.416
0.025
0.006

p
< .001
.815
.013
.616

LL
12.643
-0.719
0.013
-0.009

UL
18.714
0.914
0.120
0.016

Table 4.27
PROCESS Model 58 Results: DSE (X) on Depression (Y) Through Resilience (M1) Conditioned
by Social Support (W1)
95% CI
Source
Constant
DSE
Resilience
Social Support
Interaction

b
41.565
-0.676
-1.026
-0.269
0.006

SE
3.973
0.167
0.191
0.065
0.003

p
< .001
< .001
< .001
< .001
.048

LL
33.770
-1.003
-1.402
-0.394
0.000

UL
49.361
-0.349
-0.651
-0.141
0.012
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Figure 4.10
The Conditional Effect of Perceived Social Support on the Relationship Between DSE and
Depression
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Figure 4.11
The Conditional Indirect Effect of Perceived Social Support on the Relationship Between DSE
and Depression Mediated by Resilience
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The model of DSE (X) on anxiety (Y) through resilience (M1) conditioned on levels of
SS (W1) was significant: F(4, 1036) = 66.39, p < .001, R2 = .20. However, only resilience and SS
were predictors of anxiety (p < .001; see Table 4.28). The interaction between the three variables
was statistically significant, as were the conditional effects of DSE at various levels of SS (see
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Figure 4.12). DSE also exerted an indirect effect on anxiety through resilience at the 50th (95%
CI [-.303, -.061]) and 84th (95% CI [-.329, -.030]) percentiles of SS (see Figure 4.13).
Table 4.28
PROCESS Model 58 Results: DSE (X) on Anxiety (Y) Through Resilience (M1) Conditioned by
Social Support (W1)
95% CI
Source
Constant
DSE
Resilience
Social Support
Interaction

b
33.368
-0.141
-0.934
-0.217
0.006

SE
3.712
0.157
0.179
0.060
0.003

p
< .001
.370
< .001
< .001
.044

LL
26.084
-0.448
-1.286
-0.335
0.000

UL
40.652
0.167
-0.582
-0.098
0.011

Figure 4.12
The Conditional Effect of Perceived Social Support on the Relationship Between DSE and
Anxiety
1

Effect

0.5
0
-0.5
-1
16th

50th

Perceived SS

84th

150
Figure 4.13
The Conditional Indirect Effect of Perceived Social Support on the Relationship Between DSE
and Anxiety Mediated by Resilience
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DSE (X) on stress (Y) through resilience (M1) conditioned by SS (W1) produced F(4,
1037) = 57.85, p < .001, R2 = .18. Unlike depression and anxiety, the interaction of the three
variables was not significant, nor was the impact of SS. However, both DSE (p = .02) and
resilience (p = .003) demonstrated statistical significance on stress (see Table 4.29). DSE exerted
indirect effects on stress through resilience were significant at the 50th and 84th percentiles of
SS (see Figure 4.14).
Table 4.29
PROCESS Model 58 Results: DSE (X) on Stress (Y) Through Resilience (M1) Conditioned by
Social Support (W1)
95% CI
Source
Constant
DSE
Resilience
Social Support
Interaction

b
33.641
-0.415
-0.608
-0.056
-0.001

SE
4.272
0.180
0.207
0.070
0.003

p
< .001
.021
.003
.420
.753

LL
25.260
-0.768
-1.014
-0.193
-0.008

UL
42.023
-0.063
-0.202
0.080
0.005
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Figure 4.14
The Conditional Indirect Effect of Perceived Social Support on the Relationship Between DSE
and Stress Mediated by Resilience
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In the final set of analyses exploring moderation from SS, the model of RC (X) on
resilience (M1) conditioned by SS (W1) was statistically significant: F(3, 1039) = 26.31, p <
.001, R2 = .07. Neither RC or SS were predictors of resilience nor was their interaction
significant (see Table 4.30). The model of RC on depression through resilience conditioned by
levels of SS was significant, F(4, 1038) = 95.05, p < .001, R2 = .27, suggesting that 27% of
variance in depression is accounted for by RC, resilience, and SS. All three variables (p < .001)
as well as their interaction (p = .04) were significant (Table 4.31). Conditional effects of RC on
depression were significant at all levels of SS, as seen in Figure 4.15. RC exerted indirect effects
on depression through resilience at the 50th (95% CI [-.9781, -.1719]) and 84th (95% CI [1.1201, -.1870]) percentiles of SS (see Figure 4.16).
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Table 4.30
PROCESS Model 58 Results: RC (X) on Resilience (M1) Conditioned by Social Support (W1)
95% CI
Source
Constant
RC
Social Support
Interaction

b
17.349
-0.505
0.016
0.021

SE
3.046
1.131
0.048
0.018

p
< .001
.655
.740
.224

LL
11.375
-2.725
-0.078
-0.013

UL
23.324
1.715
0.120
0.056

Table 4.31
PROCESS Model 58 Results: RC (X) on Depression (Y) Through Resilience (M1) Conditioned by
Social Support (W1)
95% CI
Source
Constant
RC
Resilience
Social Support
Interaction

b
44.152
-1.701
-1.044
-0.274
0.006

SE
4.108
0.470
0.192
0.065
0.003

p
< .001
< .001
< .001
< .001
.039

LL
36.092
-2.624
-1.420
-0.401
0.000

UL
52.212
-0.778
-0.668
-0.148
0.012

Figure 4.15
The Conditional Effect of Perceived Social Support on the Relationship Between RC and
Depression
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Figure 4.16
The Conditional Indirect Effect of Perceived Social Support on the Relationship Between RC and
Depression Mediated by Resilience
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The model of RC on anxiety through resilience conditioned by levels of SS was
significant; F(4, 1036) = 66.78, p < .001, R2 = .21. Resilience was a predictor of anxiety (p = <
.001) and interaction of the three variables (p = .04) was significant (see Table 4.32). Conditional
effects of RC on anxiety at various levels of SS were significant (see Figure 4.17). RC exerted
indirect effects on anxiety through resilience the 50th (95% CI [-.858, -.144]) and 84th (95% CI
[-.995, -.144]) percentiles of SS (see Figure 4.18).
Table 4.32
PROCESS Model 58 Results: RC (X) on Anxiety (Y) Through Resilience (M1) Conditioned by
Social Support (W1)
95% CI
Source
Constant
RC
Resilience
Social Support
Interaction

b
34.553
-0.632
-0.936
-0.217
0.006

SE
3.834
0.442
0.179
0.060
0.003

p
< .001
.153
< .001
< .001
.042

LL
27.030
-1.499
-1.287
-0.335
0.000

UL
42.075
0.235
-0.585
-0.098
0.011
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Figure 4.17
The Conditional Effect of Perceived Social Support on the Relationship Between RC and Anxiety
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Figure 4.18
The Conditional Indirect Effect of Perceived SS on the Relationship Between RC and Anxiety
Mediated by Resilience
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The model of RC (X) on stress (Y) through resilience (M1) conditioned on levels of SS
(W1) was significant, demonstrating medium effect size with 18% variance from the variables:
F(4, 1037) = 56.31, p < .001, R2 = .18. Only resilience was found to be a predictor of stress (p =
.002; see Table 4.33) and conditional effects of RC at various levels of SS were not significant.
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RC did exert an indirect effect on stress through resilience at the 50th and 84th percentiles of SS
(see Figure 4.19).
Table 4.33
PROCESS Model 58 Results: RC (X) on Depression (Y) Through Resilience (M1) Conditioned by
Social Support (W1)
95% CI
Source
Constant
RC
Resilience
Social Support
Interaction

b
33.528
-0.259
-0.630
-0.065
-0.001

SE
4.424
0.510
0.207
0.070
0.003

p
< .001
.612
.002
.349
.801

LL
24.847
-1.259
-1.037
-0.202
-0.007

UL
42.209
0.741
-0.224
0.071
0.006

Figure 4.19
The Conditional Indirect Effect of Perceived Social Support on the Relationship Between RC and
Stress Mediated by Resilience
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In sum, Global R/S did not exert an indirect effect on the mental health outcomes through
resilience at any levels of SS. However, both DSE and RC each exerted indirect effects on
depression, anxiety, and stress through resilience at conditioned levels of SS. This supports Ha3,
allowing for rejection of the null hypothesis. Given that the indirect effects varied at differing
levels of SS, this suggests differential susceptibility, which was not initially anticipated. In this
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sample of MLSPs, as perceived SS (W1) measured by MSPSS increased, the relationship
between R/S (X; DSE or RC) and resilience (M1; BRS) grew stronger, thus exerting inverse
(decreased) prevalence rates of MLSP depression, anxiety, and stress as reflected on DASS-21.
Ha4
It was predicted that the number of deployment experiences as self-reported in the
demographic portion of the questionnaire would moderate the relationships between R/S
(BMMRSS) on MLSP mental health through resilience. via differential susceptibility. It was also
predicted that MLSPs who have experienced zero to one deployment would demonstrate lower
levels of resilience as reflected on BRS and MLSPs who have experienced two to four
deployments would show greater resilience, with deployment serving as a protective factor
against depression, anxiety, and stress (DASS-21). Based on number of deployments, limitations
to resilience over time were predicted to surface for those MLSPs who have faced six or more
deployments, demonstrating increased rates of depression, anxiety, and stress.
Figure 4.20
Hypothesized Theoretical Model Four

Bivariate correlations between deployment with other variables in this study
demonstrated the lowest degrees of overall significance. Notable correlations with deployment
were only found with resilience (r = .12) and rank (r =.41). PROCESS Model 58 (Hayes, 2018)
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was again utilized to test for moderation and mediation effects. The model of Global R/S (X) on
resilience (M1) conditioned by deployment (W2) was statistically significant: F(3, 1057) = 6.72,
p < .001, R2 = .019. Deployment was a predictor of resilience, but neither Global R/S or variable
interaction were significant (see Table 4.34).
Table 4.34
PROCESS Model 58 Results: Global R/S (X) on Resilience (M1) Conditioned by Deployment
(W2)

Source
Constant
Global R/S
Deployment
Interaction

b
.006
.150
.297
-.103

SE
.141
.136
.074
.072

p
.965
.270
< .001
.154

95% CI
LL
UL
-.270
.282
-.117
.417
.151
.442
-.244
.039

The model of Global R/S (X) on depression (Y) through resilience (M1) conditioned on
levels of deployment (W2) was also significant: F(4, 1056) = 65.18, p < .001, R2 = .20. This
suggests that Global R/S, resilience, and deployment account for 20% of variance in depression,
with a medium effect size (R = .45). Both Global R/S and resilience were predictors of
depression with unstandardized coefficients implying a negative relationship (e.g., as one unit
R/S or resilience decrease, depression increases by .82 or .79 units, respectively; see Table 4.35).
The interaction of the variables was not significant on depression, and Global R/S did not exert
an indirect effect on depression through resilience at levels of deployment.
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Table 4.35
PROCESS Model 58 Results: Global R/S (X) on Depression (Y) Through Resilience (M1)
Conditioned by Deployment (W2)
95% CI
Source
Constant
Global R/S
Resilience
Deployment
Interaction

b
9.014
-0.822
-0.795
0.081
-0.022

SE
.236
.227
.051
.125
.026

p
< .001
< .001
< .001
.516
.391

LL
8.550
-1.267
-0.895
-0.164
-0.073

UL
9.478
-0.376
-0.694
0.326
0.029

PROCESS Model 58 (Hayes, 2018) revealed the model of Global R/S (X) on anxiety (Y)
through resilience (M1) conditioned by deployment (W2) was significant: F(4, 1054) = 53.97, p <
.001, R2 =.17. Resilience was found to be a predictor of anxiety (see Table 4.36), but variable
interaction was not significant. Global R/S did not exert indirect effects on anxiety through
resilience at any conditioned levels of deployment. The analysis of Global R/S on stress through
resilience conditioned by levels of deployment produced F(4, 1055) = 51.69, p < .001, R2 = .16.
Only resilience was found to be a predictor of stress. Global R/S did not exert any direct or
indirect effects on stress through resilience at any level of deployment (see Table 4.37).
Table 4.36
PROCESS Model 58 Results: Global R/S (X) on Anxiety (Y) Through Resilience (M1)
Conditioned by Deployment (W2)
95% CI
Source
Constant
Global R/S
Resilience
Deployment
Interaction

b
20.773
-0.224
-0.606
0.449
-0.021

SE
2.189
0.210
0.102
0.512
0.024

p
< .001
.288
< .001
.380
.377

LL
16.478
-0.635
-0.805
-0.555
-0.068

UL
25.067
0.189
-0.406
1.453
0.026
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Table 4.37
PROCESS Model 58 Results: Global R/S (X) on Stress (Y) Through Resilience (M1) Conditioned
by Deployment (W2)
95% CI
Source
Constant
Global R/S
Resilience
Deployment
Interaction

b
14.766
-0.291
-0.745
-0.153
-0.022

SE
.246
.237
.053
.131
.027

p
< .001
.221
< .001
.243
.424

LL
14.283
-0.756
-0.850
-0.409
-0.075

UL
15.2500
0.1750
-0.6410
0.1040
0.0320

Although the correlations between deployment and DSE and RC were not significant,
analyses with each subscale as the X variable were conducted to maintain consistency
throughout the study. PROCESS Model 58 revealed a statistically significant model between
DSE (X) on resilience (M1) conditioned by deployment (W2): F(3, 1057) = 11.68, p < .001, R2 =
.03. Individually, both DSE (p = .003) and deployment (p = .01) were predictors of resilience
with modest unstandardized coefficients (see Table 4.38). The interaction of the two variables
was not significant.
Table 4.38
PROCESS Model 58 Results: DSE (X) on Resilience (M1) Conditioned by Deployment (W2)

Source
Constant
DSE
Deployment
Interaction

b
17.068
.653
.547
-.068

SE
.866
.215
.213
.053

p
< .001
.003
.011
.154

95% CI
LLCI
ULCI
15.369
18.766
.230
1.075
.129
.966
-.171
.036

The model of DSE (X) on depression (Y) through resilience (M1) conditioned on levels
of deployment (W2) was significant: F(4, 1056) = 70.75, p < .001, R2 = .21. This suggests that
21% of variance in depression is accounted for by DSE, resilience, and deployment. The
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interaction was not significant, but DSE and resilience were found to be predictors of depression
(see Table 4.39). DSE exerted indirect effects on depression through resilience at two levels of
deployment, the 16th (three deployments, 95% CI [-.580, -.183]) and 50th (four deployments,
95% CI [-.503, -.181]) percentiles, but not the 84th percentile (five deployments; see Figure
4.21). The indirect effects at various levels of the moderator (deployment) indicate differential
susceptibility.
Table 4.39
PROCESS Model 58 Results: DSE (X) on Depression (Y) Through Resilience (M1) Conditioned
by Deployment (W2)
95% CI
Source
Constant
DSE
Resilience
Deployment
Interaction

b
26.206
-0.948
-0.674
0.599
-0.025

SE
2.303
0.170
0.109
0.549
0.026

p
< .001
< .001
< .001
.275
.339

LL
21.687
-1.281
-0.889
-0.477
-0.075

UL
30.724
-0.615
-0.460
1.676
0.026

Figure 4.21
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Findings from the model of DSE on anxiety through resilience conditioned at levels of
deployment yielded F(4, 1054) = 49.84, p < .001, R2 = .17. The model on stress was similar: F(4,
1055) = 53.96, p < .001, R2 = .17. Like on depression, DSE and resilience were each found to be
predictors of both anxiety and stress (see Tables 4.40 and 4.41). The interaction of variables was
not significant, but DSE exerted indirect effects on each anxiety and stress through resilience at
the 16th and 50th percentiles of deployment (see Figures 4.22 and 4.23).
Table 4.40
PROCESS Model 58 Results: DSE (X) on Anxiety (Y) Through Resilience (M1) Conditioned by
Deployment (W2)
95% CI
Source
Constant
DSE
Resilience
Deployment
Interaction

b
20.949
-0.324
-0.591
0.477
-0.022

SE
2.146
0.158
0.102
0.511
0.024

p
< .001
.041
< .001
.351
.352

LL
16.737
-0.634
-0.791
-0.525
-0.069

UL
25.160
-0.014
-0.391
1.480
0.025

Figure 4.22
The Conditional Indirect Effect of Deployment on the Relationship Between DSE and Anxiety
Mediated by Resilience
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Table 4.41
PROCESS Model 58 Results: DSE (X) on Stress (Y) Through Resilience (M1) Conditioned by
Deployment (W2)
95% CI
Source
Constant
DSE
Resilience
Deployment
Interaction

b
30.478
-0.538
-0.637
0.356
-0.024

SE
2.418
0.178
0.115
0.577
0.027

p
< .001
.003
< .001
.538
.372

LL
25.732
-0.887
-0.862
-0.776
-0.077

UL
35.223
-0.188
-0.412
1.488
0.029

Figure 4.23
The Conditional Indirect Effect of Deployment on the Relationship Between DSE and Stress
Mediated by Resilience
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In the final set of analyses with deployment as the moderator, the model of RC (X) on
resilience (M1) conditioned by deployment (W2) was statistically significant and nearly identical
to the model of DSE on resilience: F(3, 1057) = 11.26, p < .001, R2 = .03. Both RC (p = .003)
and deployment (p = .03) were predictors of resilience. The unstandardized coefficients for each
variable on resilience were considerably higher than DSE, suggesting that with each one unit
increase of RC, resilience also increases by 1.91 units. Likewise, one unit increase of deployment
resulted in resilience increasing by .89 units (see Table 4.42).
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Table 4.42
PROCESS Model 58 Results: RC (X) on Resilience (M1) Conditioned by Deployment (W2)
95% CI
Source
Constant
RC
Deployment
Interaction

b
14.255
1.914
0.890
-0.217

SE
1.771
0.633
0.419
0.149

p
< .001
.003
.034
.145

LL
10.779
0.672
0.068
-0.508

UL
17.730
3.156
1.713
0.075

The model of RC (X) on depression (Y) through resilience (M1) conditioned on levels of
deployment (W2) was also significant: F(4, 1056) = 69.22, p < .001, R2 = .21. This suggests that
21% of variation in depression is attributed to RC, resilience, and deployment. However, only
RC and resilience were found to be predictors of depression. The unstandardized coefficient was
notable, inferring that as RC decreases by one unit, depression increases by 2.45 units (see Table
4.43). RC exerted direct effects on depression, as well as indirect effects through resilience at the
16th and 50th percentiles of deployment, again implying differential susceptibility (see Figure
4.24).
Table 4.43
PROCESS Model 58 Results: RC (X) on Depression (Y) Through Resilience (M1) Conditioned by
Deployment (W2)
95% CI
Source
Constant
RC
Resilience
Deployment
Interaction

b
29.603
-2.456
-0.685
0.569
-0.023

SE
2.526
0.479
0.109
0.550
0.026

p
< .001
< .001
< .001
.301
.374

LL
24.646
-3.395
-0.900
-0.510
-0.073

UL
34.560
-1.514
-0.471
1.647
0.028
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Figure 4.24
The Conditional Indirect Effect of Deployment on the Relationship Between RC and Depression
Mediated by Resilience
2
1.5

Effect

1
0.5
0
-0.5
-1
-1.5
-2
16th

50th

84th

Deployment

Analysis of RC (X) on anxiety (Y) through resilience (M1) conditioned on levels of
deployment (W2) yielded yet another significant model: F(4, 1054) = 55.36, p < .001, R2 = .17.
Like depression, RC and resilience were predictors of anxiety. No significance was found among
the variable interaction (see Table 4.44). RC exerted indirect effects on anxiety through
resilience at the lower (16th) and middle (50th) percentiles of deployment with bootstrapped
95% CI [-1.500, -.396] and [-1.27, -.395], respectively (see Figure 4.25).
Table 4.44
PROCESS Model 58 Results: RC (X) on Anxiety (Y) Through Resilience (M1) Conditioned by
Deployment (W2)

Source
Constant
RC
Resilience
Deployment
Interaction

b
22.644
-1.066
-0.591
0.478
-0.022

SE
2.350
0.446
0.102
0.510
0.024

p
< .001
.017
< .001
.349
.354

95% CI
LL
UL
18.033
7.256
-1.940
-0.191
-0.790
-0.391
-0.523
1.480
-0.069
0.025
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Figure 4.25
The Conditional Indirect Effect of Deployment on the Relationship Between RC and Anxiety
Mediated by Resilience
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The final analysis exploring potential moderation from deployment was RC on stress
through resilience conditioned by deployment. This resulted in F(4, 1055) = 51.78, p < .001, R2 =
.16. Only resilience was found to be a predictor of stress (see Table 4.45). As was the case with
the other mental health outcomes, RC exerted indirect effects on stress through resilience at three
(16th percentile) and four (50th percentile) deployments (see Figure 4.26).
Table 4.45
PROCESS Model 58 Results: RC (X) on Stress (Y) Through Resilience (M1) Conditioned by
Deployment (W2)

Source
Constant
RC
Resilience
Deployment
Interaction

b
30.795
-0.679
-0.659
0.291
-0.021

SE
2.659
0.504
0.115
0.579
0.027

p
< .001
.179
< .001
.615
.429

95% CI
LL
UL
25.577
36.012
-1.669
0.311
-0.885
-0.433
-0.845
1.426
-0.075
0.032
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Figure 4.26
The Conditional Indirect Effect of Deployment on the Relationship Between RC and Stress
Mediated by Resilience
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As was the case with previous hypotheses, evidence strictly from BMMRSS as Global
R/S does not offer full support of Ha4. However, further probing from DSE and RC support the
hypothesis, as each repeatedly exerted indirect effects on all mental health outcomes through
resilience at conditioned levels of deployment. Since indirect effects were not present at all
levels of deployment experience (only at the lower and middle percentiles), this substantiates the
hypothesis of differential susceptibility. Therefore, the null hypothesis is rejected.
Ha5
It was hypothesized that SM rank as self-reported in the demographic portion of the
questionnaire, would moderate the relationships between R/S (BMMRSS) on MLSP mental
health through resilience via differential susceptibility. It was predicted that MLSPs married to
younger, lower-ranking SMs (junior enlisted, NCOs, and company grade officers) would
demonstrate greater prevalence of depression, anxiety, and stress, as reflected on the DASS-21.
For MLSPs married to a senior enlisted SM, field grade officer or above, it was hypothesized

167
that rank would serve as a protective factor, indicating greater levels of resilience on BRS and
lower prevalence rates of depression, anxiety, and stress.
Figure 4.27
Hypothesized Theoretical Model Five

Statistically significant bivariate were found between rank and all variables in this study,
including the previously discussed SS (r = .13) and deployment (r = .41). Rank and the three
components of mental health demonstrated small, inverse correlations: depression (r = -.18),
anxiety (r = -.24), and stress (r = -.16). Small, positive relationships were demonstrated between
rank and resilience (r = .25), Global R/S (r = .10), DSE (r = .11) and RC (r = .13).
The model of Global R/S (X) on resilience (M1) conditioned by rank was significant: F(3,
1058) = 24.58, p < .001, R2 = .07. Rank was found to be a predictor of resilience (p < .001), but
the interaction between Global R/S and rank was not significant (see Table 4.46). The model of
Global R/S (X) on depression (Y) through resilience (M1) conditioned on levels of rank (W3)
was also significant: F(4, 1057) = 66.47, p < .001, R2 = .20. This suggests that 20% of the
variance in depression is accounted for by Global R/S, resilience, and rank. The overall
interaction of the three variables was not significant, but Global R/S and resilience were
predictors of depression (see Table 4.47). Global R/S did not exert indirect effects on depression
through resilience conditioned at any level of rank.
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Table 4.46
PROCESS Model 58 Results: Global R/S (X) on Resilience (M1) Conditioned by Rank (W3)
95% CI
Source
Constant
Global R/S
Rank
Interaction

b
16.245
0.475
0.976
-0.093

SE
1.229
0.358
0.274
0.078

p
< .001
.184
< .001
.233

LL
13.834
-0.226
0.439
-0.247

UL
18.656
1.177
1.513
0.060

Table 4.47
PROCESS Model 58 Results: Global R/S (X) on Depression (Y) Through Resilience (M1)
Conditioned by Rank (W3)
95% CI
Source
Constant
Global R/S
Resilience
Rank
Interaction

b
29.452
-0.761
-0.800
-0.556
0.010

SE
2.72
0.227
0.133
0.599
0.029

p
< .001
< .001
< .001
.353
.721

LL
24.111
-1.206
-1.061
-1.731
-0.047

UL
34.792
-0.315
-0.539
0.619
0.067

The model of Global R/S (X) on anxiety (Y) through resilience (M1) conditioned on
levels of rank (W3) yielded the significant model of F(4, 1055) = 61.65, p < .001, R2 =.19. Both
rank (p = .03) and resilience (p < .001) were predictors of anxiety, each exhibiting relatively
strong, negative coefficients. The R-squared value suggests that 19% of variance in anxiety is a
result of Global R/S, resilience, and rank (see Table 4.48). Global R/S did not exert indirect
effects on anxiety through resilience conditioned at any level of rank.
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Table 4.48
PROCESS Model 58 Results: Global R/S (X) on Anxiety (Y) Through Resilience (M1)
Conditioned by (W3)
95% CI
Source
Constant
Global R/S
Resilience
Rank
Interaction

b
25.800
-0.116
-0.739
-1.196
0.027

SE
2.484
0.208
0.122
0.547
0.027

p
< .001
.577
< .001
.029
.301

LL
20.925
-0.524
-0.977
-2.270
-0.025

UL
30.674
0.292
-0.500
-0.122
0.080

Following the pattern of other hypothesis testing, PROCESS Model 58 was used to assess
Global R/S on stress through resilience conditioned by rank. The model summary was again
significant: F(4, 1056) = 52.63, p < .001, R2=.17. Resilience was a predictor of stress (p < .001),
as was rank (p = .02; see Table 4.49). But, as was the case with the two previous mental health
outcomes, Global R/S did not exert indirect effects on stress through resilience conditioned at
any level of rank.
Table 4.49
PROCESS Model 58 Results: Global R/S (X) on Stress (Y) Through Resilience (M1) Conditioned
by Rank (W3)
95% CI
Source
Constant
Global R/S
Resilience
Rank
Interaction

b
29.817
-0.248
-0.620
0.158
-0.024

SE
2.828
0.237
0.138
0.624
0.030

p
< .001
.297
< .001
.800
.426

LL
24.269
-0.714
-0.892
-1.065
-0.083

UL
35.365
0.218
-0.349
1.382
0.035

Given that DSE and RC were the two R/S subscales with the highest correlation, each
subscale was again substituted for X to explore possible influences of R/S on mental health
through resilience conditioned by rank. Overall, the model of DSE on resilience conditioned by
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rank was significant: F(3, 1058) = 28.65, p < .001, R2 = .08. Although the interaction between
DSE and rank was not significant, both DSE (p = .02) and rank (p < .001) were predictors of
resilience (see Table 4.50).
Table 4.50
PROCESS Model 58 Results: DSE (X) on Resilience (M1) Conditioned by Rank (W3)
95% CI
Source
Constant
DSE
Rank
Interaction

b
15.600
0.613
0.885
-0.065

SE
1.039
0.262
0.236
0.058

p
< .001
.020
< .001
.267

LL
13.563
0.099
0.423
-0.179

UL
17.638
1.128
1.347
0.050

The next analysis of DSE (X) on depression (Y) through resilience (M1) conditioned by
rank (W3) was significant: F(4, 1057) = 71.67, p < .001, R2 = .21. In this case, DSE and
resilience each were predictors, but rank or was the interaction of the three variables was not
significant (see Table 4.51). DSE exerted indirect effects on depression through resilience at the
lower (16th) and middle (50th) percentiles of rank. Bootstrapped 95% CI were [-.613, -.124] and
[-.382, -.051], respectively (see Figure 4.28).
Table 4.51
PROCESS Model 58 Results: DSE (X) on Depression (Y) Through Resilience (M1) Conditioned
by Rank (W3)
95% CI
Source
Constant
DSE
Resilience
Rank
Interaction

b
29.599
-0.899
-0.767
-0.505
0.009

SE
2.660
0.170
0.132
0.594
0.029

p
< .001
< .001
< .001
.395
.760

LL
24.380
-1.232
-1.027
-1.671
-0.048

UL
34.819
-0.566
-0.508
0.661
0.065
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Figure 4.28
The Conditional Indirect Effect of Rank on the Relationship Between DSE and Depression
Mediated by Resilience
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The model of DSE on anxiety through resilience conditioned by rank yielded F(4, 1055)
= 62.32, p < .001, R2 = .19, which suggests that 19% of variance in anxiety is accounted for by
DSE, resilience, and rank. Both resilience (p < .001) and rank (p = .03) were found to be
predictors of anxiety (see Table 4.52). DSE exerted indirect effects on anxiety through resilience
at the lower and middle percentiles of rank (see Figure 4.29).
Table 4.52
PROCESS Model 58 Results: DSE (X) on Anxiety (Y) Through Resilience (M1) Conditioned by
Rank (W3)
95% CI
Source
Constant
DSE
Resilience
Rank
Interaction

b
26.090
-0.246
-0.728
-1.171
0.027

SE
2.445
0.156
0.122
0.547
0.027

p
< .001
.116
< .001
.033
.314

LL
21.293
-0.553
-0.967
-2.244
-0.025

UL
30.887
0.061
-0.489
-0.098
0.079
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Figure 4.29
The Conditional Indirect Effect of Rank on the Relationship Between DSE and Anxiety Mediated
by Resilience
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The relationship of DSE on stress through resilience conditioned by rank was F(4, 1056)
= 53.64, p < .001, R2 = .17. DSE and resilience were significant, but rank and variable interaction
were not (see Table 4.53). Like DSE on depression and anxiety, DSE again exerted indirect
effects on stress through resilience at the lower and middle rank levels, indicating another
instance of differential susceptibility (see Figure 4.30).
Table 4.53
PROCESS Model 58 Results: DSE (X) on Stress (Y) Through Resilience (M1) Conditioned by
Rank (W3)
95% CI
Source
Constant
DSE
Resilience
Rank
Interaction

b
30.382
-0.508
-0.598
0.212
-0.026

SE
2.776
0.178
0.138
0.622
0.030

p
< .001
.004
< .001
.733
.395

LL
24.934
-0.857
-0.869
-1.007
-0.085

UL
35.8290
-0.1590
-0.3270
1.4320
0.0334
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Figure 4.30
The Conditional Indirect Effect of Rank on the Relationship Between DSE and Stress Mediated
by Resilience
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The final analysis series explored moderation effects of rank PROCESS Model 58
(Hayes, 2018) with RC as X. The initial portion of the model between RC on resilience
conditioned by rank yielded F(3, 1058) = 29.51, p < .001, R2 = .08. Both RC and rank were
found to be predictors of resilience. The unstandardized coefficients of each were also notable:
with each unit increase of RC, resilience also increases by 2.68 units, and as rank increases by
one unit, resilience increases by 1.77 units. The interaction of the two variables were also
statistically significant at the p = .02 level (see Table 4.54). The conditional effects of RC (X) at
various values of rank (W3) on resilience (M1) are illustrated in Figure 4.31.
Table 4.54
PROCESS Model 58 Results: RC (X) on Resilience (M1) Conditioned by Rank (W3)
95% CI
Source
Constant
RC
Rank
Interaction

b
10.557
2.687
1.771
-0.412

SE
2.190
0.794
0.471
0.168

p
< .001
< .001
< .001
.015

LL
6.260
1.128
0.846
-0.742

UL
14.854
4.245
2.695
-0.081
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Figure 4.31
The Conditional Effect of Rank on the Relationship Between RC and Resilience
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The model of RC (X) on depression (Y) through resilience (M1) conditioned by rank
(W3) was significant: F(3, 1057) = 69.99, p < .001, R2 = .21. Both RC and resilience were
predictors of depression, but rank was not (see Table 4.55). The variable interaction was also
nonsignificant. However, like DSE, RC exerted indirect effects on depression through resilience
at the lower and middle percentiles of rank. The indirect effect sizes also varied to greater
degrees, as 16th percentile effect was -1.40 and 50th percentile was -0.46 (see Figure 4.32).
Table 4.55
PROCESS Model 58 Results: RC (X) on Depression (Y) Through Resilience (M1) Conditioned by
Rank (W3)
95% CI
Source
Constant
RC
Resilience
Rank
Interaction

b
32.318
-2.285
-0.760
-0.432
0.006

SE
2.835
0.481
0.133
0.597
0.029

p
< .001
< .001
< .001
.469
.844

LL
26.756
-3.228
-1.020
-1.603
-0.051

UL
37.880
-1.342
-0.500
0.739
0.062
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Figure 4.32
The Conditional Indirect Effect of Rank on the Relationship Between RC and Depression
Mediated by Resilience
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Another significant model was produced when exploring RC (X) on anxiety (Y) through
resilience (M1) conditioned by rank (W3): F(3, 1055) = 62.55, p < .001, R2 = .19. In the case of
anxiety, RC was not significant (no direct effects), but resilience (p < .001) and rank (p = .04)
were predictors of anxiety (see Table 4.56). RC exerted indirect effects on anxiety through
resilience only in the lower percentile of rank, 95% CI [-2.02, -.555]. See Figure 4.33 for a
visualization of the conditional indirect effects.
Table 4.56
PROCESS Model 58 Results: RC (X) on Anxiety (Y) Through Resilience (M1) Conditioned by
Rank (W3)
95% CI
Source
Constant
RC
Resilience
Rank
Interaction

b
27.223
-0.794
-0.723
-1.140
0.026

SE
2.601
0.443
0.122
0.548
0.027

p
< .001
.073
< .001
.038
.336

LL
22.118
-1.662
-0.962
-2.214
-0.027

UL
32.327
0.075
-0.484
-0.065
0.077
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Figure 4.33
The Conditional Indirect Effect of Rank on the Relationship Between RC and Anxiety Mediated
by Resilience
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In the final analysis of this study, the relationship of RC on stress through resilience
conditioned by rank produced this significant model: F(4, 1056) = 52.70, p < .001, R2 = .17. Only
resilience was a predictor of stress (see Table 4.57). RC did not exert direct effects on stress but
did exert indirect effects on stress through resilience at the lower and middle levels of rank (see
Figure 4.34).
Table 4.57
PROCESS Model 58 Results: RC (X) on Stress (Y) Through Resilience (M1) Conditioned by Rank
(W3)
95% CI
Source
Constant
RC
Resilience
Rank
Interaction

b
30.413
-0.582
-0.612
0.181
-0.025

SE
2.9670
0.5060
0.1389
0.6240
0.0300

p
< .001
.250
< .001
.772
.410

LL
24.592
-1.574
-0.884
-1.045
-0.084

UL
36.235
0.410
-0.339
1.406
0.034

177
Figure 4.34
The Conditional Indirect Effect of Rank on the Relationship Between RC and Stress Mediated by
Resilience
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As was the case in the other hypotheses, results from Global R/S (BMMRSS) did not
demonstrate evidence to fully support Ha5. However, the exertion of indirect effects from DSE
and RC subscales on mental health outcomes through resilience at varying levels of rank do
support Ha5, allowing rejection of the null hypothesis. Additionally, indirect effects were not
present at all levels of rank, which substantiates the predicted differential susceptibility among
this sample of MLSPs.
Summary
This study gathered data from 1,079 MLSPs through snowball sampling via social media,
emails, web creatives, and online connections with MLSP organizations. Although falsified
entries from spam bots were initially an issue, extensive data screening revealed powerful and
enlightening statistics about this sample of MLSP and their demographics, experiences, mental
health prevalence rates, R/S preferences, SS networks, and resilience. The results produced
numerous notable correlations and statistically significant components of each model on the
differing outcome variables. DSE and RC repeatedly exerted indirect effects on each of mental
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health outcomes through resilience conditioned by each moderator at various levels. As a result,
all hypotheses in the study are supported. Information attained from this large sample of MLSPs
provide new options for MLSPs to support their mental health by capitalizing on R/S, through
resilience with consideration to SS, deployment, and rank. The prevalence of MLSP mental
health issues within this sample coupled with findings from the moderated medication
hypotheses testing creates opportunities for further discussion and application.
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CHAPTER FIVE: CONCLUSIONS
Overview
The culmination of this MLSP mental health research study presents an opportunity to
explore the connections between the data attained from the sample, statistically significant
relationships of variables, and parallels with previous research. This section will discuss
commonalities and notable findings including answers to the proposed three research questions.
Beyond discussion, implications will be addressed surrounding mental health needs of MLSPs
based on the study results. These conclusions are particularly salient for use within the at-large
military institution, practitioners, counselors, other researchers, and even MLSPs themselves. In
addition, sharing the limitations of the present study will provide insight into study caveats or
improvements for replicated studies. Finally, suggestions for future research will further explain
possible topics, variables, or relationships to explore within MLSP mental health based on
unanswered or newly surfaced questions from the study results.
Discussion
MLSPs are a greatly understudied demographic (Borah & Fina, 2017; Mailey et al.,
2019) that regularly deal with multilevel adversity (Masten, 2018). The purpose of this study was
to fill a prominent gap in research by exploring relationship interactions between R/S on MLSP
mental health (depression, anxiety, and stress) through resilience, conditioned by possible
moderation effects from SS, deployment, and rank. The hypotheses presented in this study were
supported, and the findings warrant additional explanation. The first area of discussion originates
from the trends revealed within the MLSP demographics, including frequencies and prevalence
rates.
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The Military Spouse: Demographics & Frequencies
Demographics from the sample (N = 1,079) generated a well-rounded selection of
MLSPs. This was an initially promising outcome considering the unique importance of MLSPs
on the effectiveness of the U.S. military (Becvar, 2013; Dolphin et al., 2015; Eaton et al., 2008;
Renshaw & Campbell, 2011). A majority of MLSPs are female (Trautmann et al., 2018), with
prior research reporting upwards of 95% (Lara-Cinisomo et al., 2020). This trend was supported,
as 97.2% of MLSPs in the study sample were female. The proportion of females may have been
slightly elevated compared to the at-large MLSP population due to the researcher’s gender and
online network. It is inferred that a majority of the male MLSPs were likely part of a dual
military couple.
The age distribution of participating MLSPs was normally distributed, which was
unexpected since the survey was open to all components of military service (active, NG/R, ETS,
and retired). The most frequent age category of this sample of MLSPs (33–39 years) matched
predictions, as a majority of MLSPs are 40 or under (Ahmadi & Green, 2011; Bonura & Lovald,
2015; Clark et al., 2013; Clever & Segal, 2013). Another possible reason for this distribution of
spouses is the online peer group of the researcher, in addition to the recruitment method.
Facebook may not the social media preference for very young or newer MLSPs or for those who
experienced MLSP life in previous generations. All ages of MLSPs demonstrated risk for mental
health difficulties (Van Winkle & Lipari, 2015) within this sample.
It was anticipated that most respondents would be active-duty army, and that was
confirmed. Information about adversities was also collected in the sample, denoting that 91% of
participants had experienced one or more PCS as a military couple. The remaining 9% are likely
too early in their military career for a PCS, are in the NG/R, or have a rare military assignment
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that does not require frequent relocation. The prevalence of PCS rates parallels the literature
outlining potential stress from repeated moves (Clever & Segal, 2013; Office of the Deputy
Assistant Secretary of Defense, 2012). A recent study found that more than one third (36%) of
MLSPs agree that PCSes are one of their top stressors (BSF, 2021). Deployments are also in the
top five stressors (BSF, 2021) which was highly prevalent in this sample. About 89% of MLSPs
reported one or more deployment as a military couple, which may contribute to higher rates of
mental health difficulties (Mansfield et al., 2010). Another stressor, parenting (BSF, 2021), was
demonstrated in this sample, with 89.7% of participating MLSPs reporting they had one or more
child. This may contribute to caregiver burden in some MLSP parents (Lara-Cinisomo et al.,
2020).
Prevalence Rates: Military Spouse Mental Health Outcomes
One of the most substantive findings in this MLSP study was the prevalence of mental
health issues. MLSP mental health is a unique phenomenon, as it is both an outcome and a
stressor. One report showed up to 23% of MLSPs rank emotional/mental health in the top five
for biggest stressors in the military lifestyle (BSF, 2021). This sample was not limited to MLSPs
currently navigating a deployment, but the corroborating results with previous studies on MLSP
mental health and deployment was supported.
According to results from the DASS-21 (Lovibond & Lovibond, 1995), stress was the
highest MLSP mental health issue reported in this study. Upwards of 44.6% MLSPs reported
experiencing mild to extremely severe symptoms of stress within the last week. Prevalence rates
for diagnoses and symptoms of depression or anxiety were also concerning. In the overall
sample, 36.8% (n = 397) of MLSPs reported being diagnosed with a mental health issue during
their time as a MLSP. Previous data revealed that when adjusted for nondeployment, 30.5% of
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MLSPs indicated a mental health diagnosis; unadjusted, 34.5% had mental health diagnoses
(Mansfield et al., 2010). More than a decade later, those prevalence rates are holding steady and
possibly even increasing.
According to the DASS-21 within the current study, the prevalence rate of depression in
MLSPs with mild to extremely severe symptoms was 37.7%. This is similar to rates of
depression found in previous research on MLSPs (Eaton et al., 2008; Mansfield et al., 2010;
Verdeli et al., 2011). For the open-ended self-report question, “During your time as a military
spouse, have you been diagnosed with any type of mental health issues?” approximately 26.3%
(n = 284) MLSPs had been diagnosed depression. When isolating depression to moderate to
severe levels from the DASS-21, an identical rate of 26.3% of MLSPs showed symptoms of
depression. This aligns with previous research for MLSPs who have experienced a deployment
presenting moderate to severe rates of depression ranging from 25% (Mansfield et al., 2010) to
33% (Faulk et al., 2012). While the time proximity of deployment was not controlled in the
current study, 90% of MLSPs had experienced one or more deployment, confirming previous
findings.
Prevalence rates of anxiety in this sample followed suit. Approximately 30.6% (n = 330)
of MLSPs indicated a medical diagnosis of anxiety. The DASS-21 indicated that within the last
week, 41.3% (n = 477) of MLSPs experienced mild to extremely severe anxiety. Excluding mild
reports, the prevalence rate was 33.1%. Previous literature reports that prevalence rates of
anxiety within MLSPs range from 17.4% (Eaton et al., 2008) to 44.2% (Fields et al., 2012). Both
measures of anxiety reporting in this study fall within that range. The prevalence rate of PTSD
was also affirmed in this study, as 7.4% (n = 80) MLSPs indicated a diagnosis of PTSD. This is
less than half a percent higher as reported by BSF (2021) in the 2020 Military Family Lifestyle
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Survey, which gathered data from more than 11,000 MLSP and SM participants across all
branches, components, and ranks.
Notable differences in this study’s MLSP mental health prevalence rates with previous
literature were found within substance abuse/addiction and suicidal ideations. DASS-21 did not
assess either of these components, so feedback generated by the display logic question provided
this periphery information. In this study, only 1% of MLSPs reported substance abuse/addiction.
Although this seems low, remarkably few studies have been done on MLSP substance abuse
(Ahmadi & Green, 2011; Mansfield & Engel, 2011). Substance abuse and addiction may be one
of the most highly underreported mental health issues within the MLSP sector (Ahmadi &
Green, 2011; Blow et al., 2013; Eaton et al., 2008) for several reasons including concern of
damaging the SMs career (Warner et al., 2009) or substance abuse rates of MLSPs falling below
clinical thresholds (Larson et al., 2012). The survey did not directly ask about or define hazard
drinking or substance abuse behaviors; thus, the low prevalence rate is understandable.
The same may be postulated for suicidal ideations (2.9%), as the display logic question
only asked for official diagnoses, not private or unreported ideations. This is a slightly lower
than BSF’s (2021) reporting rate of 4% of active-duty MLSPs experiencing suicidal ideation.
Possible reasons for this slight discrepancy may involve the specificity of questions and study
audience (active duty versus all components). Attempts to establish MLSP suicide prevalence
rates are also still in its infancy (Jowers, 2019), so complete understanding of “normal” or
expected trends compared to civilian counterparts is a new area of research. Within the mental
health portion of the survey, participants had the option to input mental health information
manually via text entry. With 69 “other” responses, MLSPs face not only depression, anxiety,
and stress, but also other unaddressed issues such as bipolar disorder, attention deficit

184
disorder/attention deficit hyperactivity disorder, and postpartum difficulties. The frequency of
mental health issues in this study supports the declaration that MLSPs are a vulnerable
population (Blank et al., 2012). To combat the high prevalence of MLSP mental health
difficulties, underutilized resources, particularly from R/S tendencies through resilience
necessitate targeted consideration.
Military Spouse Tendencies: Religion/Spirituality
Prevalence of R/S tendencies in this sample of MLSPs align with previous research
surrounding R/S preferences in both the U.S and military populations. More than half (55.3%) of
MLSP participants were either moderately or highly R/S. Including those MLSPs who also
report slight R/S tendencies, that number increases to 79% (n = 852). This is similar, yet slightly
lower, than other studies which indicate that between 83% of U.S. adults are “absolutely” or
“fairly” certain that God exists (Wormald, 2015). The slightly lower prevalence in these
responses may be due to the greater number of religious subscale questions in the survey when
compared to general spiritual questions. The sum of all Christian preferences in the MLSP
sample totaled 81.7% (n = 881), which falls between previously reported ranges of 77% of
Christianity in the US (Newport, 2012) and 87% of Christianity within the military (McLaughlin
et al., 2010). In hindsight, simply asking “Do you believe in God?” would have given additional
insight, as previous studies report that upwards of 90% of people in the US profess belief in God.
A total of 59 people manually responded to the R/S preference question through the text entry
option. Some MLSPs reported that they “believed in God” or were highly spiritual but did not
subscribe to any of the listed R/S preferences.
Prior studies have noted that some people tend to describe themselves as “spiritual but
not religious” (Baumsteiger & Chennevillle, 2015; Becvar, 2013; Dein et al., 2010) which was
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also the case in this sample of MLSPs. Approximately 80.3% of MLSPs reported some level of
religiosity, while 89% reported some level of spirituality. Although not a large difference, this
indicates that there are more opportunities among MLSPs for spiritual cultivation of beliefs or
experiences as opposed to traditionally rigorous implementation of religious rituals and routines.
As a connection to the mental health outcomes in this study, participants were asked if
they believed that R/S positively impacted their mental health. More than half agreed with that
statement (58%) while nearly one quarter (23.3%) were neutral and 18.5% disagreed. Prior
research indicates R/S as a powerful yet grossly underutilized tool in mental health care and
recovery (Dein et al., 2010; Levin, 2010; Koenig et al., 2014; Mahoney, 2010; T. B. Smith et al.,
2003; K. H. Thomas, 2016), and the propensity for MLSPs to believe or be open to R/S
supporting their mental health journey (81.3%) creates new avenues for health, resilience, and
overall functionality of U.S. military families.
Military Spouse Tendencies: Resilience
Findings surrounding R/S and mental health support in MLSPs the notion that, while
resilience is universal, individual and cultural differences influence resilience capabilities (Lee et
al., 2013). This ideology was affirmed through use of the BRS as well as a self-report question
ranking MLSP resilience from 1 to 100. Analyzing resilience in this way answers some questions
surrounding why some MLSPs re-silire or “leap back” (Fletcher & Sarkar, 2013; Mukherjee &
Kumar, 2017) while others find themselves struggling when faced with adversity.
Resilience is a pervasive concept and exceptionally challenging to quantify, since it
almost never evolves in a linear, predictable pattern (Bonanno et al., 2015; Van Winkle & Lipari,
2015). In 2007, the DOD-TFMH presented resilience as a mental health strategy because
“resilience occurs as part of what the MLSP does and what the MLSP is” (Villagran et al., 2013,
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p. 778). However, a surprisingly small percentage (12%) of MLSPs in this study demonstrated
high resilience based on results from the BRS. Although slightly less than two thirds (63.2%) of
MLSPs were within the normal range of resilience, it seems that in the 14 years since DODTFMH’s proposition to bolster MLSP resilience (DOD-TFMH, 2007), a greater number of
MLSPs would demonstrate higher levels of resilience. Results from BRS also categorized one
quarter (24%) of assessed MLSPs as with low resilience, adding to the concern.
In addition to the BRS, the sliding scale self-report question was included to obtain
MLSPs perceptions of their own resilience. This was intentional since resilience is not binary but
a process along a continuum (Southwick et al., 2014; Van Winkle & Lipari, 2015). Although the
majority of MLSPs fell within the low to normal range according to the BRS, the mean selfreported perceived resilience score was 79.48 (SD = 15.62). This suggests that a substantially
higher number of MLSPs perceive themselves to be more resilient than the BRS reflects. If the
BRS were converted to a continuum 1–100, 87.2% of MLSPs would fall at 66 or below. When
compared to the self-report scores, 85.2% believe themselves to be at 66 or higher. The opposite
is also true: If self-report resilience scores were categorized as low, normal, and high to match
BRS, only 1.9% of MLSPs self-report as low resilience, 12.7% as normal, and 85.2% as highly
resilient. This indicates a substantial discrepancy between actual resilience according to the BRS
versus perceived resilience from self-report data. With this incongruity in mind, resilience is only
one component of this study’s exploration of MLSP health, and it does not stand alone (Rutter,
2006). Many other factors impact MLSP mental health, as will now be explored through
discussion of the proposed research questions.
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RQ1
The first research question asked, “Do healthy R/S practices or beliefs decrease the
prevalence of mental health issues within a sample of MLSPs?” Research has shown that MLSPs
face a variety of psychosomatic issues, including depression and anxiety (Padden et al., 2011).
Many researchers within the mental health field have postulated that R/S tendencies demonstrate
potential to reduce the propensity of mental health issues, while also speeding up recovery time
(Dein et al., 2010; Koenig et al., 2014; Levin, 2010; Mahoney, 2010; K. H. Thomas, 2016). To
answer this research question, the bivariate correlations were only significant between Global
R/S and depression, demonstrating a small, inverse relationship. However, the DSE subscale and
the RC subscale both demonstrated small, inverse correlations with all three aspects of mental
health. Although the effect size was small, it does support prior research indicating inverse
relationships with R/S and mental health (Balbuena et al., 2013; Ganocy et al., 2016; Salsman et
al., 2015; T. B. Smith et al., 2003). These correlations were also grounds for deeper exploration
of the two select subscales in subsequent, more complex analyses.
Beyond the bivariate correlations, basic linear regression was conducted between Global
R/S scores on the three outcomes from the DASS-21. Once again, Global R/S displayed a
statistically significant impact on depression in MLSPs, albeit with small effect and low
variance. Although Global R/S did not show a significant influence on either anxiety or stress,
specific components within R/S are affiliated with mental health in different ways (Li et al.,
2016), as corroborated through computations involving DSE and RC.
DSE revealed significance on all three mental health outcomes in MLSPs, with notable
unstandardized coefficients on each. When examined as a standalone scale, these findings affirm
prior research that spiritual feelings and experiences are a vital component for many individuals
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(Underwood & Teresi, 2002). Another notable finding from DSE was its greater impact on stress
compared to anxiety. For MLSPs dealing with stress, engaging in daily spiritual experiences with
a higher power may be particularly salient, tapping into the knowledge of a deity (DeAngelis &
Ellison, 2017). The largest unstandardized coefficient in the entire study was found when
assessing RC on depression, suggesting that for each one unit increase of RC, depression would
decrease by 3.3 units. A number of prior studies have also found that R/S beliefs decreases
depression in some populations (Balbuena et al., 2013; Ganocy et al., 2016; Koenig et al., 2014;
Salsman et al., 2015; Sharma et al., 2017; T. B. Smith et al., 2003). This finding implies that
even for those MLSPs who may not ascribe to specific or highly active R/S practices
engagement of RC mechanisms may be vastly beneficial (Exline, 2013).
In the light of these findings, the answer to research question number one is yes.
Although Global R/S did not yield the expected results of a statistically significant impact on all
aspects of mental health but only on depression, DSE and RC did exert a notable influence on
depression, anxiety, and stress. For this group of MLSPs, the role of R/S could decrease the
prevalence rate of mental health issues, as affirmed in research which aligns with research in
other military populations (K. H. Thomas, 2016). R/S has a long-standing affiliation within the
military culture (Besterman-Dahan et al., 2012; Malmin, 2013) and prior research indicates that
R/S can decrease depression (Koenig et al., 2014) or anxiety (Khalaf et al., 2015), which parallel
with results found in this study. Ultimately, R/S belief or practices, particularly those involving
daily spiritual experiences or religious coping mechanisms may be one of the most underutilized
aspects of resilience for MLSPs.
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RQ2
The second research question asked, “Does resilience mediate the relationship between
R/S and mental health outcomes in MLSPs?” Resilience theory and the exploration of this
complex phenomenon has accelerated very quickly in recent years, particularly surrounding its
potential impact on mental health (Masten, 2018). This study sought to answer an additional
research question regarding possible mediation of resilience on the relationship between R/S and
depression, anxiety, and stress. The presence of medium, inverse correlations between resilience
and all three mental health components in this sample of MLSPs prompted additional
exploration. The correlation on depression aligns with the results of a prior study in MLSPs, with
rates of depression negatively correlated with resilience scores (Oblea et al., 2016). Although
many outcomes of Global R/S and resilience overlap (Masten, 2018; Mehrotra & Tripathi, 2016;
Richardson & Waite, 2002), no significant correlations were detected between Global R/S and
resilience. However, DSE and RC did demonstrate statistically significant correlations with
resilience. The correlation between RC and resilience supports prior research that resilience
theory finds its roots in various models of coping (Masten, 2018).
The first portion of PROCESS Model 4 (Hayes, 2018) between Global R/S on resilience
was one of the very few models within the study that was not significant. This could also be due
to the nature of the BMMRSS scale, as it was inadvertently more heavily weighted on assessing
religious practices (Idler et al., 2003) as opposed to the more generally accepted concepts of
spirituality (Underwood, 2006). Conversely, both DSE and RC subscales did demonstrate
statistical significance on resilience. Prior studies have also shown a close affiliation between
resilience and coping (Braun-Lewensohn & Bar, 2017; Mahoney, 2010; Masten, 2018; Sharma
et al., 2017).
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PROCESS Model 4 found that the three measures of R/S exerted significant effects on
MLSP depression. The inverse impact on depression with strongly unstandardized coefficients
supports prior research that some R/S practices/beliefs reduce depressive symptoms by
increasing coping abilities (Koenig et al., 2014; T. B. Smith et al., 2003). Proponents of
resilience theory have also found that higher rates of personal resilience result in lower levels of
depression (Connor & Davidson, 2003). All three R/S models were significant when assessing
on both anxiety and stress, but in the models between DSE through resilience on anxiety and
stress and between RC through resilience on anxiety and stress were set apart from Global R/S.
Both DSE and RC produced varying significance as individual predictors on the latter mental
health outcomes. DSE, RC, and resilience were each significant on anxiety, which supports prior
research indicating an inverse effect on from R/S on anxiety (Connor & Davidson, 2003). DSE
and RC each exerted indirect effects on anxiety and stress through resilience. This again parallels
findings from other researchers showcasing connections between R/S, resilience, and better-thanexpected mental health outcomes (Holleran et al., 2016; Mehrotra & Tripathi, 2016; Reutter &
Bigatti, 2014; L. Smith et al., 2013). In light of these results, the answer to the second research
question in this study is yes: resilience does partially mediate the relationship between R/S on
mental health outcomes in this sample of MLSPs, exerting inverse indirect effects.
Reasons Global R/S did not individually exert indirect effects on anxiety and stress
through resilience yet DSE and RC each did should be given consideration. Explanations for that
vary, but a possible inference is again attributed to the inadvertent emphasis from selected
BMMRSS subscales on religious routines and practices. Given the high level of responsibilities
that MLSPs regularly carry (Drummet et al., 2004; Trail et al., 2015) and high propensity for
adversity, perhaps MLSPs are a demographic that desires more easily accessible experiences
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(e.g., daily/private spiritual experiences, innate R/S coping mechanisms) as opposed to needing
to “do” religious practices. Some may view religious practices with a “checkbox” or legalistic
mentality of simply “another thing on the list.” Instead of alleviating mental health burdens in
times of stress or adversity, additional religious practices may exacerbate stress for this
population that often feels subject to uncertainty, fear, uncontrollability, and disorganization
(Huebner et al., 2007) and “barely keeping their head above water” (Woodworth, 2015, p. 54).
Other results from this study via R/S preferences and final two questions from BMMRSS
indicate that this group of MLSPs also tend to be more spiritual than religious.
Undoubtedly, there appear to be connections between R/S, but the variation in the use of
R/S measures complicates the process, as neither R/S nor resilience are easily quantifiable
(Bonanno et al., 2015; Levin, 2010; B. W. Smith et al., 2012; Van Winkle & Lipari, 2015).
Resilience theory develops over an individual’s lifespan, surging and shifting with experiences,
involving multiple levels of systems and analysis (Masten, 2018; Richardson, 2002). This fluid
phenomenon is vastly complex (Yates et al., 2015), as repeatedly demonstrated in this study.
Resilience theory, especially when coupled with R/S, cannot be easily bifurcated (Joyce et al.,
2018; van Breda, 2018). Both resilience and R/S are part of the human experience (Baumsteiger
& Chenneville, 2015; Dwivedi, 2016; Li et al., 2016; Richardson, 2002, 2016; Richardson &
Waite, 2002; Underwood & Teresi, 2002). These attributes of humankind are found along a
spectrum (Joyce et al., 2018; van Breda, 2018; Verdeli et al., 2011; Walklate et al., 2014; Yates
et al., 2015) and the experiences are personal, dynamic, and often abstract.
RQ3
The third research question asked, “What moderating effects, if any, do SS, deployment,
and rank exert on the relationship between R/S on MLSP mental health through resilience?”
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Challenges and stressors for MLSPs emanate from a variety of sources, either vertically (e.g.,
disappearance of community; W1), horizontally (e.g., rapid deployment; W2), or systemically
(e.g., hierarchal ranking system; W3; Greene, 2017). These key stressors are important to
understanding the interaction between R/S on mental health through resilience.
Moderator: SS (W1)
The first moderator analyzed was the vertical stressor of SS (W1). Previous research has
found that creating stable SS networks is indeed a challenge for many MLSPs, as it is extremely
valuable but “easily lost” (Borah & Fina, 2017, p. 151). Given the lifestyle of frequent moves,
living far from their family of origin, and general lack of time amid other responsibilities (Mailey
et al., 2018; O’Neal et al., 2016), disruptions to MLSP SS networks can result in higher
prevalence rates of psychological dysfunction (Donoho et al., 2018). According to the MSPSS,
this sample of MLPSs demonstrated strong scores for SS, with only 5.3% reporting low levels of
perceived SS. Like other variables in this study, determining how SS relates to resilience is a
challenging task (Ungar, 2011). Thus, exploring the impact of SS was approached from multiple
levels (Greene, 2017), investigating possible impacts of R/S on mental health through resilience.
SS was found to be the most influential moderator in the study and was most consistent
on depression. All three R/S measures exerted indirect effects on depression through resilience
conditioned by levels of SS. This supports prior research which postulates that simply the
knowledge (perception) of available, supportive relationships is the most effective form of SS
against psychological dysfunction (Bonanno et al., 2015; Ross, Steketee, et al., 2020; Sippel et
al., 2015; Skomorovsky, 2014; Thompson et al., 2016). Significant variable interactions were
also most prevalent from R/S measures on depression through resilience conditioned by SS.
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Conversely, none of the R/S measures were individually significant on anxiety or stress
through resilience conditioned by SS. However, even with the lack of R/S significance, the
interaction of the three variables was again significant, which stands out amid other data in the
study. Other studies have found association between R/S and SS (T. B. Smith et al., 2003). SS
can provide stability to handle the unique challenges of military life (Van Winkle & Lipari,
2015), which some may view to decrease or alleviate anxiety. Results from this study affirms the
postulation that when combined, R/S and resilience, SS could be particularly beneficial for
mental health support.
Prior research has also posited that SS has the potential to moderate stress that military
families face, counteracting the “erosive impact” of the military lifestyle (Green et al., 2013;
Verdeli et al., 2011). Results from this found that both DSE and RC exerted indirect effects on
all three mental health outcomes through resilience conditioned by the middle and upper levels
of SS. This differential susceptibility was not initially anticipated, but it is logical that MLSPs
with lower levels of SS will experience fewer positive outcomes from R/S through resilience on
mental health.
Although SS was a predictor in analysis of depression anxiety, it was only significant
within the Global R/S measure on stress, but not for DSE or RC on stress. Possible reasons for
this result are multidimensional. SS may impact stress less for MLSPs because it is two-fold: in
circumstances of higher levels of SS, it reduces mental health difficulties, but when disrupted, it
becomes a stressor. This survey was administered during PCS “exodus” season in the summer
months, which may have decreased the significance of SS on stress. Data were also collected as
COVID-19 was waning, but SS networks had likely been highly disrupted due to the prior 18+
months of the pandemic, which may have influenced results for a population that already
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struggles to build stable SS networks (Blakely et al., 2012; Mailey et al., 2018; Ziff & GarlandJackson, 2020).
Information about where MLSPs tend to seek or receive SS also revealed notable trends.
About 44% of MLSPs ranked family of origin as their first choice for social support, followed by
surrounding/local community. Studies have found that the comprehensive community is
typically the most helpful for MLSP SS (Davis et al., 2011; O’Neal et al., 2016; Trautmann et
al., 2018). The slight discrepancy of support preferences could be a result of the option of family
of origin presented as a choice (i.e., SS was not required to be in physical proximity). Other
explanations may again be the social aftermath of COVID-19, as the last year and a half has seen
a drastic increase in online support networks. This may have driven many MLSPs to revert to
what they know through their family of origin via online connections during those times of
isolation. One MLSP contacted the researcher directly to ask if they should answer the survey as
if life was “normal” or within the parameters of COVID-19 restrictions. Pandemic constraints
may have accounted for fewer first choice selections for R/S or church communities as a
preferred source of SS (12.1%). Another possibility is that given the transient nature of the
MLSP lifestyle, some MLSPs do not have time, ability, or desire to seek and build a SS network
from R/S communities, particularly with the traditional one-time-per-week meeting schedule.
R/S or church communities was ranked highest (28.3%) as a least preferred choice for SS. This
result may be explained by the 11% of study participants who do not subscribe to any religious
beliefs, combined with those MLSP who are not necessarily actively practicing their faith.
Additionally, many R/S programs in churches do not possess the cultural competence to
adequately support the spiritual or mental health needs of MLSPs, which may deter military
families from seeking SS.
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The most consistent finding for SS sources was with the two military provided options,
“within the military unit” and “military provided programs/resources.” Each of these was ranked
lowest as the number-one choice, “within the military unit” chosen as first level of SS by only
8.8% of surveyed MLSPs, followed by only 7.0% for the military-provided programs and
resources. These options were also ranked as a the least preferred method of support by 22.6% of
MLSPs (within the military unit) and 21.8% (military provided programs/resources).
Moderator: Deployment (W2)
The next moderator analyzed was the horizontal stressor (Greene, 2017) of deployment
(W2). In the early years of the GWOT, the greatest stressor in a MLSP’s life was deployment
(Allen et al., 2011; Baptist et al., 2011; Dimiceli et al., 2010; Faber et al., 2008; Fields et al.,
2012; Marnocha, 2012; Warner et al., 2009, Wiens & Boss, 2006). The results of this study
reflect research trends of more recent analyses that, while deployment is still a stressor, (BSF,
2021), it is no longer greatest stressor for MLSPs. This assertion is substantiated as deployment
demonstrated the least correlations with other variables, including mental health outcomes. The
highest correlation with deployment was with rank (r = .41), which is valid: the higher the
military rank, the longer the SM has been in the military, and thus more opportunities for
deployments. Lack of correlations with other variables may be due to the majority of MLSPs
experiencing one or more deployment (89%), so impact of deployment may be less pronounced
as the rule not the exception for the current generation of MLSPs. Findings may have differed if
the study was limited to MLSPs with currently deployed SMs, or those whose SMs had been
deployed recently (i.e., within the last 18 months).
The analyses from PROCESS Model 58 (Hayes, 2018) with deployment as the moderator
returned rather unremarkable results. Between all three R/S measures on mental health through
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resilience, deployment was found to be statistically significant, but not as weighty as postulated
in previous studies. For example: RC demonstrated B = 1.91 on resilience, which is more than
double the slope of deployment (B = .89). The positive unstandardized coefficient of deployment
on resilience indicates that higher levels of deployments equate to higher levels of resilience.
Studies of the MLSP demographic have shown that deployment can indeed have adverse
impacts on MLSP mental health, producing higher incidence rates of depression (Dimiceli et al.,
2010; Mansfield et al., 2010; Warner et al., 2009), anxiety (Baptist et al., 2011; Faulk et al.,
2012), substance abuse (Erbes et al., 2017), and acute stress (Gewirtz et al., 2011; Leroux et al.,
2016; Mansfield et al., 2010). Trends are similar in the season directly following deployment,
with increased mental health distress among MLSPs during reintegration (Drummet et al., 2004;
Gorman et al., 2011; Mallonee et al., 2020; Milliken et al., 2007; Sayers et al., 2009). However,
this study found that deployment not individually statistically significant on any of the mental
health outcomes from any of the three R/S measures through. Explanations for this may vary, but
again could stem from how experiencing one or more deployment as a MLSP is now the norm,
which may make the impact of deployment less significant overall.
Although deployment was not an individual predictor on MLSP mental health outcomes,
resilience was consistently significant on depression, anxiety and stress in all analyses
conditioned by deployment. The experience of deployment likely has made MLSPs more
generally resilient (O’Neal et al., 2018; Palmer, 2008). R/S tendencies exerted indirect effects in
two-thirds of the deployment analyses, paralleling results from other studies on deployment
(Dimiceli et al., 2010; Wheeler & Torres Stone, 2010). DSE was significant on depression,
anxiety and stress, and RC on anxiety and depression, and BMMRSS on depression. Findings in
this study indicate that research on MLSP resilience should now focus less on deleterious effects
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of deployment (especially as the GWOT has officially ended and the military OPTEMPO is now
anticipated to drop) and instead shift to cultivating proactive skills and behaviors from R/S
through resilience to support MLSP mental health in spite of, beyond, or in addition to
deployment experiences.
The hypothesis of differential susceptibility via deployment was supported. This aligns
with prior research claims that over time, the impact of deployment on MLSP resilience and
mental health varies, demonstrating limitations (Van Winkle & Lipari, 2015). DSE and RC each
exerted indirect effects on depression, anxiety, and a stress through resilience at the lower (two
deployments) and middle (three deployments) levels of deployment, but not at the upper level
(six or more deployments). The differential susceptibility may have produced different results
with a MLSP sample that demonstrated a more evenly distributed variation of deployment
experiences (e.g., lower percentile with zero deployments, middle percentile with three
deployments, upper percentile at six or more deployments). Overall, the moderator of
deployment demonstrated the least substantial results of all analyzed variables in this study.
Moderator: Rank (W3)
Rank was the final moderator (W3) to be analyzed using PROCESS Model 58, and some
definitive patterns were found within the results. This variable demonstrated statistically
significant bivariate correlations with all other variables in this study. From analyses of R/S
measures on resilience, rank was found to be a predictor. This supports previous that selfefficacy and confidence that often comes with experience or exposure to adversity can increase
propensity for resilience (Van Hook, 2019). Within the context of MLSP life, this is valid, as the
higher the rank of the SM, the more experience the MLSP likely has with the military lifestyle
and culture (Ziff & Garland-Jackson, 2020). In the model of RC on resilience, rank demonstrated
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the highest unstandardized coefficient of all moderators (B = 1.77). RC was also notable, as those
MLSPs who scored high on RC had 2.68 higher resilience per unstandardized unit. This supports
the basic premise of resilience theory, that as individuals successfully overcome more and more
adversity, experience and competence grows, and their resilience levels increase (Richardson,
2002).
The most notable finding within the analyses on rank was the impact exerted on anxiety.
While other R/S analyses on all mental health outcomes through resilience conditioned by rank
demonstrated some similarities, rank impacted anxiety from all three R/S measures more than
depression or stress. Other relationships in the entire study, depression was typically the outlier
mental health outcome, but in this case, anxiety was the most notably impacted by rank. This
again reflects prior research patterns stating that competence and experience reduce anxiety (Van
Hook, 2019). Thus, more familiarity with the military lifestyle through SM rank promotions
(Clever & Segal, 2013) may reduce anxiety for MLSPs.
Conversely, rank was not a predictor for those MLSPs struggling with depression;
MLSPs married to any rank may be susceptible to depression. Another important finding was all
R/S measures and resilience were significant predictors of mental health, demonstrating inverse
relationships. This is promising, because unlike rank or promotion pace, both R/S and resilience
can be developed, encouraged, and cultivated within the MLSP’s realm of influence. Like
deployment DSE and RC exerted indirect effects on each mental health through resilience
variable at the lower (16th percentile) and middle (50th percentile) of rank.
The previously discussed results exploring R/S measures on depression, anxiety, and
stress through resilience conditioned by levels the moderators SS, deployment, and rank provide
evidence of an affirmative answer to the third research question in this study. Although the
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findings varied based on the chosen R/S measure and mental health outcome, indirect effects
were found numerous times throughout these analyses. Implications of all the results from this
study will now be discussed.
Implications
This study offers powerful implications for the military institution, practitioners,
counselors, pastors, chaplains, and even MLSPs themselves. Findings from this study contribute
to the current, yet limited, research on MLSP mental health (Becvar, 2013; Mailey et al., 2019;
Voris & Steinkopf, 2019). Although MLSPs are more likely to seek help for mental health issues
than SMs (Eaton et al., 2008), the programs, services, resources, and support measures must be
available, accessible, and acceptable (Verdeli et al., 2011). As it stands presently, mental health
difficulties among MLSPs are likely an even greater issue than reported (Mansfield et al., 2010;
Van Winkle & Lipari, 2015), and this study not only contributes to pre-existing literature, but
also presents implications for the modern-day, post-GWOT MLSP.
Within this sample of MLSPs, the prevalence rates of depression, anxiety, and stress were
highly concerning. Both the prior diagnoses and results from DASS-21 show much higher
prevalence rates for mental health issues among MLSPs when compared to their civilian
counterparts (Allen et al., 2011; Carroll et al., 2013; Kessler et al., 2005; Mansfield et al., 2010;
O’Neal et al., 2020). Although the GWOT recently concluded, this generation of MLSPs will be
dealing with the ramifications from nearly 20 years of high OPTEMPO for decades to come.
The biggest discrepancy in the data was the comparison between the actual BRS scores
and the self-reported perceived resilience scores. The proportions of each were almost exactly
opposite of one another: on the BRS, 87.2% of MLSPs reflected low or normal resilience. When
self-ranking was divided into the same categories, 85.2% of MLSPs believe themselves to be
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highly resilient (M = 79.48). This suggests that MLSPs think they are more resilient than they
actually are (as reflected by the BRS). If MLSPs were truly as resilient as reported, the
prevalence rates of mental health dysfunction should be much lower. One explanation for this
result could be that resilience has been promoted so heavily within the military lifestyle in recent
decades, MLSPs believe the message, but do not possess the tools required to exhibit higherthan-normal resilience capabilities. The implications of this finding on MLSP resilience could
have long-lasting or life-altering impacts for a population that faces adversity on such a regular
basis. Interventions for cultivating resilience to combat mental health issues in the current
generation of MLSPs are missing the mark. Focused efforts have been erroneously directed to
reactive interventions and risk-factor reduction (Green et al., 2013; Lee et al., 2013; Saltzman et
al., 2011) instead of bolstering resilience by means of protective factors, through R/S support and
SS.
For those who serve and support MLSPs, it is important to understand that specific
interventions may be more effective than others depending on the mental health issues the MLSP
is facing. In this set of data, anxiety and stress seem to be more closely related with one another
than with depression. Depression demonstrated stand-alone patterns throughout the analyses
such as higher variance rates accounted for by the study variables. Results also indicated that R/S
practices, particularly those focused on DSE or RC mechanisms have the most powerful, positive
influence on MLSPs dealing with depression regardless of age, rank, or deployment experience.
For younger or less experienced spouses, reducing mental health issues, particularly anxiety, by
engaging R/S capabilities through resilience is highly recommended.
Out of all the mental health outcomes, depression has the most potential to be influenced
by the variables in this study, particularly R/S, resilience, and SS. Resilience was the most
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consistent across all analyses, indicating a powerful difference in how MLSPs view and deal
with the stressors that accompany their calling, which aligns with the campaign from DODTFMH (2007). However, the tool to proactively cultivate resilience within MLSPs is lacking as
various components of R/S were repeatedly found to have an inverse impact on mental health
outcomes, especially within RC (McLaughlin et al., 2010). Currently, there is no R/S protocol in
place for MLSPs struggling with their mental health to intentionally augment resilience.
Although chaplains are an important part of the military support system, they often are stretched
to the limits, unable to offer proactive R/S mental health support to MLSPs until the situation
reaches crisis levels, such as suicide attempts, hospitalizations, or consequences from addictions
that cause family instability, adversely impacting the SM. Additionally, available resilience
programs provided by the military are primarily targeted toward the SM (Anderson et al., 2013)
Holleran et al., 2016). Even resilience interventions for SMs do not outwardly support high-level
engagement with R/S (Pflieger et al., 2019). Based on the repeated patterns of significance DSE
and RC measures in this study, it is inferred that R/S beliefs may make a difference on mental
health of MLSPs.
Although R/S is now recognized as an important component of mental health and
resilience (Sullivan et al., 2014), the changes are slow to be accepted and implemented within the
military. Research has found that spiritual coping is relevant within the military context
(Pargament & Sweeney, 2011), but it most endorsement for military family members is on the
overarching theme of resilience, and less on the actual components that could bolster resilience,
such as R/S. It is recommended that those who serve MLSPs change their approach to fostering
resilience capabilities with the goal to combat mental health issues, shifting to more intentional
validation of R/S. The continued high, concerning prevalence rates of MLSP mental health
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dysfunction in this study and numerous other studies indicate that the previously utilized
methods are not as effective as anticipated.
Spiritual discussions should be viable resource for MLSPs facing adversity, especially
since many individuals grappling with their mental health are open to addressing spiritual issues
(Steiner et al., 2017). Although not all individuals practice R/S outwardly or regularly, a
surprising number of people use R/S coping techniques, regardless of R/S status (Exline, 2013).
This is true for MLSPs. Even for those MLSPs who declare no defined R/S affiliation, asking the
question about R/S coping techniques may change the narrative for the MLSP in various seasons
of military life. A general endorsement of R/S tendencies (perhaps with some educational
information to show how R/S may contribute to resilience) could be the key to supporting this
cornerstone (Green et al., 2013) military demographic. Supporting the utilization of R/S to foster
resilience, thrive in the day-to-day grind of the military lifestyle, and cope during adversity may
give some MLSPs insight and “permission” to pursue an accessible, innate resource that has
been previously overlooked.
Encouragement to find new ways to support one’s own mental health through R/S
methods could be the starting point to shift the trajectory of the MLSP mental health experience.
With options to seek both clinical and non-clinical support, MLSPs could seeking support for
their struggles without fear of damaging their SM’s career (Warner et al., 2009). Perhaps the
active yet private R/S journey of MLSPs would entirely prevent some mental health issues from
reaching crisis levels when SMs become no longer deployable or capable of fulfilling his or her
military calling.
Official validation of R/S coping and daily experiences could reduce the immense strain
on the military healthcare system (DOD-TFMH, 2007), fundamentally changing how the
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military, practitioners, and others interact with MLSPs (Clark et al., 2013). It is understandable
that the military institution or counselors/practitioners cannot necessarily promote R/S beliefs to
SMs or MLSPs, but basic endorsement of importance and potential of R/S may create new
options for mental health and resilience. More open conversations about R/S beliefs and mental
health may benefit a majority MLSPs, especially since previous research has found that upwards
of 87% SMs and spouses subscribe to Christianity (McLaughlin et al., 2010), similar to the
trends found in this study (81.7%). Given the long-standing history of Christianity in the military
(Besterman-Dahan et al., 2012; Malmin, 2013) and recent connections to resilience, avoiding or
overlooking R/S resources hinders the potential for healthier, more resilient MLSPs.
The divide between the military lifestyle, clinical mental health treatment, and use of R/S
in mental health is a pervasive issue. Although a vast majority of individuals express belief in
God (91%), only 24% of psychologists report similarly (Pargament, 2013). The intention to keep
mental health and R/S separate in the military culture may be well-intentioned, but spirituality is
an integral part of the human experience (Dwivedi, 2016; Mehrotra & Tripathi, 2016;
Richardson, 2002; Richardson & Waite, 2002). Thus, the political correctness is overlooking a
valuable resource for MLSP mental health (Pargament & Sweeney, 2011), catering to the
minority (less than 10%).
Beyond basic endorsement and education about the potential of R/S for MLSP mental
health includes how to be both proactive and intentional in the approach. This does not mean,
however, that creating numerous military-sourced programs for MLSPs is the solution. As
demonstrated in this study, MLSPs do not often turn to military programs as a first line of
support, particularly for SS or mental health difficulties. This has been validated multiple times
in research analyzing military-founded programs, mental health, and SS interactions (Collins et
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al., 2017; Mailey et al., 2018; Parcell & Maguire, 2014; Patzel et al., 2013). Currently, the main
source for MLSP support programs originates from within the military, but this study showed
that that remains the least desired place MLSPs seek assistance. Instead, efforts, education, and
funding should be redirected to the local, comprehensive communities for MLSP secondary
resilience expansion (Borah & Fina, 2017; Ross, DeVoe, Steketee, Emmert-Aronson, et al.,
2020).
Although this study found that the family of origin was the first choice of SS for MLSPs,
the proximity of most MLSPs to families of origin (Cozza, 2014), it is not a viable source for
daily support. MLSPs may turn to their long-distance family of origin in time of adversity
because cultural competence or resources in the surrounding community is lacking (Kees et al.,
2015), and military programming is often found to be convoluted by bureaucracy (Cozza, 2014;
Wooten et al., 2018). Instead of funneling resources to underutilized or ineffective programs
within the military, funding should be redirected to lessen the knowledge-experience gap with
local, surrounding communities. Since more than 70% of military families live in civilian
communities outside the military installation (Clark et al., 2013; Ross, DeVoe, Steketee,
Emmert-Aronson, et al., 2020), it would be more effective to direct resources toward community
education about the needs of MLSPs, particularly during times of deployment or recent PCS.
Responses from this survey and previous research indicate that MLSPs prefer to seek support
from the local, comprehensive community over military programming. Given the potential
impact of R/S on MLSP mental health through resilience, it is recommended to intentionally
partner with existing entities with established infrastructure (e.g., churches/religious
communities, civic organizations, civilian counseling practices) that possess a desire to serve the
military, but perhaps lack the resources or knowledge to do so.

205
Lack of military cultural competence may also explain why this R/S-inclined group of
MLSPs does not tend to seek support within R/S communities or churches. Current programs
may not exist that match or support their lifestyle, or the lack of cultural competence
understanding the stressors of the lifestyle serves as a barrier for R/S support for MLSP mental
health support and resilience cultivation. Educating the surrounding R/S or church communities
could reduce the pressure on MLSPs for needing to know all the detailed nuances to get help for
their mental health. If a community member, churchgoer, or civilian counselor had a basic
knowledge of the military systems and resources, they could serve as a conduit of information,
encouragement, and support in the daily lives of MLSPs.
Much of the MLSP experience involves constant opportunities to growing amid
adversities (Borah & Fina, 2017; Boss, 2006; Luthar, 2015; O’Neal et al., 2018; Richardson,
2016; Southwick et al., 2014; Tan, 2013; Van Hook, 2019) such as navigating deployments,
supporting their SM though an MI event (Liebert, 2019; Litz et al., 2009; Moon, 2016), caring
for children (BSF, 2021), or frequently moving (Clever & Segal, 2013). The prospect of personal
strength and skill development in difficulty creates potential for bolstering resilience. Thus, the
greatest implication is this: Current methods to foster resilience and reduce the incidence of
MLSP mental health are missing the mark. The best solution is to shift from the current reactive
approach, trying to “stop the bleeding” with metaphorical bandages and instead take proactive
steps to prevent the “injury” before it occurs. MLSP mental health is not a fast fix; it is a longterm health issue that must be approached holistically.
Like civilians, R/S beliefs in MLSPs are not separate from psychological issues (Koenig
et al., 2014), nor are they separate from resilience. Educating and capitalizing on the
comprehensive community (Kees et al., 2015) by redirecting funds to more effective means of

206
support is recommended. It is time to begin a conversation about the benefits of R/S beliefs and
practices for MLSPs by approaching it through a strengths-based, resilience building approach
instead of the current emergent, psychopathological strategy (Gewirtz et al., 2011). As is the case
with both MLSP experience and adversity, the implications are not static; they will shift and
change as more research on MLSP mental health becomes available. The needs of MLSPs will
ebb and flow throughout their seasons of high and low SS, deployments, reintegration, military
promotions, and changes in military component. Intentionally utilizing R/S to augment resilience
with the goal of reducing mental health issues will have long-lasting, valuable outcomes. Not
only will the general MLSP population be stronger, healthier, and more resilient, but the
potential for a more resilient military with greater rates retention holds powerful promise.
Limitations
Although this study has multiple strengths and relevant insights, it also has limitations
that potentially threaten both internal and external validity. The greatest internal threat was the
unexpected infiltration from spam within the survey data. Nearly one month was spent screening
the data (some entries multiple times) utilizing a variety of approaches. However, it is likely that
a small portion of falsified data made its way into the final sample and a small proportion of
authentic data may have gotten excluded. Great care was taken to control for researcher bias
during the screening process (i.e., not excluding data based solely on desired outcomes but
utilizing combinations of exclusion criteria). Excluded data were not permanently deleted; they
were only removed from the final sample then saved in a separate document for any future
rescreening needs.
Another limitation is the platforms from which the sample was drawn, specifically
Facebook and Instagram. The social media world is dynamic, with new platforms constantly
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being introduced, so choosing Facebook and Instagram likely reached a specific population of
MLSPs. Although the researcher’s primary social networks are diverse in religious beliefs, many
closely affiliated MLSPs likely share similar R/S beliefs, so data may reflect slight bias toward
Christianity or practices of R/S.
The results in this sample are most applicable to active-duty, heterosexual army couples.
There was input from other branches and components, resulting in a diverse sample of responses,
but most respondents were female, likely in a heterosexual relationship, and married to an activeduty SM. For application to other populations, additional demographic questions are necessary,
limiting the research single branches or components. Targeting specific populations may also
reduce the sample size; for this study, a large sample of MLPSs was required.
Within this analysis, only three mental health issues were explored: depression, anxiety,
and stress. The text-entry question about other mental health issues produced reports of
additional psychological dysfunction within this MLSP sample, so universal application of R/S
techniques to strengthen resilience may not impact mental health issues beyond depression,
anxiety, and stress. Additional research is needed to draw further conclusions about how R/S
may impact other mental health conditions in MLSPs.
The military lifestyle is often convoluted, and each MLSP may define experiences in
their own way. Thus, the lack of a universal definitions is another limitation. Substantial detail
was given within the survey questions, but specific definitions of terms such as deployment and
resilience were not included. Some MLSPs may define medical “retirement” as actual 20-year
retirement instead of the researcher’s definition of medical retirement before 20 years as an ETS
or separation. Although unlikely, some MLSPs may define “deployment” as any time of
separation, (e.g., field-training exercise or temporary duty) as opposed to the generally accepted
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thought of 90+ days with official deployment orders (either combat or rotational). Finally,
definitional difficulties arise with some components of mental health (MDD vs. postpartum
depression), various definitions of personal resilience (Boss, 2006; Dwivedi, 2016; Richardson,
2016; Van Hook, 2019) or complexities defining R/S (Mehrotra & Tripathi, 2016; Underwood,
2006).
The final notable limitation within this study is the propensity for committing Type I
error through rejecting a true null hypothesis, since the sample size served as an intentional
control against Type II error (Heppner et al., 2016). The initial alpha level for significance was
set at .03 (Frazier et al., 2004). To control for Type I error, decreasing the significance level is
recommended. This happened naturally in nearly all results. A majority of the bivariate
correlations demonstrated a significance level of p < .001, and most of the linear regression and
PROCESS Model 4 and 58 (Hayes, 2018) analyses were p < .001. Very few results produced a
significance level of p = .03 or above, so the possibility of committing Type I error and rejecting
a true null hypothesis is low.
Recommendations for Future Research
The recommendations for future research on MLSP mental health, particularly
surrounding the variables in this study, are vast. Additional research questions have arisen from
this study, many of which could be addressed utilizing the current data set. The first
recommendation for future research is to utilize a different R/S scale. The BMMRSS was
inadvertently heavily weighted with religious tendencies, and the nature of the scale may have
reduced prevalence of Global R/S results. The findings from DSES and RCS produced results
with greater implications and opportunities for interventions. Although the purpose of this study
was to get a glimpse into MLSP R/S preferences, it seems that the potentially negative
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connotation that some individuals may have with previous “church hurt” or religious rituals they
were forced to participate in while growing up may have exerted a deleterious impact on their
views of R/S. Thus, it is recommended to split religiosity and spirituality for assessment
purposes or even change the verbiage (i.e., if the researcher would like to discuss Christianity,
frame it in the light of spiritual practices and beliefs, not religious rules and regulations).
Other areas for future exploration include examining the impact of R/S on additional
components of MLSP mental health, perhaps focusing on specific seasons of the MLSP lifestyle
(postpartum, recent PCS, reintegration, etc.). Given that research on MLSP suicide and suicidal
ideations is highly understudied, this is also an additional and urgent topic for future research.
Additional recommendations include comparing differences between the groups such as branch,
component, ages, or deployment experiences with resilience levels and MLSP mental health,
targeting specific populations more effectively within the MLSP demographic. Within the
current data set alone, there are dozens of supplementary insights to explore. Future research
with new data could also be limited to single components or branches for very specific
application.
There are many distinctions of experience in the military lifestyle, so asking more
specific questions about the MLSP experience on the demographics (ex., “Are you part of a dual
military couple?” “Has your SM ever rebranched?” “In which military conflict(s) has your SM
served?”) may also be helpful to pinpoint additional predictors of resilience or mental health
issues. Research focused on specific Christian denominations or R/S experiences (e.g., practicing
faith vs. inactive faith) could illuminate new findings. Asking the question if MLSPs would like
to incorporate faith experiences in the mental health journey creates potential of could targeted
support via R/S through resilience. Specific inquiry into MLSP mental health perceptions and
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support services may aid the military institution and practitioners/counselors reduce the stigma
frequently associated with mental health issues in the military.
Exploration is recommended to determine how R/S or church communities could be more
accessible or culturally competent in serving MLSPs through SS, asking about barriers that
prevent faith practicing MLSPs from seeking SS in R/S or church communities. Seeking
information on how practitioners or TRICARE providers could give options for R/S support
within the health plan, particularly for those MLSPs struggling with depression, could be
exceptionally enlightening. Finally, since this is one of the first studies of its kind, additional
research is needed to continue exploration of interactions between R/S and resilience for the sake
MLSP mental health support.
Summary
In recent decades, the empowering influence of MLSPs has slowly crept into spotlight of
military strength and SM success. This group of unsung heroes (Gewirtz et al., 2011) on the
home front is incredibly unique and resilient, but simultaneously vulnerable (Blank et al., 2012).
As the prevailing pillar (Blakely et al., 2012) and cornerstone of military family stability (Green
et al., 2013), this understudied population necessitates resources and support for their mental
health. The prevalence of mental health issues within the MLSP demographic is gravely
concerning, and with the current MLSP generation recently emerging from two decades of the
GWOT, those issues are likely to intensify if the MLSP mental health trajectory is not drastically
redirected.
As the largely invisible sacrifices of MLSPs (Lapp et al., 2010) are continually divulged,
the needs of this population must be recognized, embraced, and subsequently addressed. The
current avenues of support, while helpful, are not adequate to meet the growing demands of
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MLSP mental health resources. The narrative must change from the current reactive programs to
proactive foundations of resilience through innate personal resources. One of the most
overlooked resources for MLSP mental health, wellness, and stability include components of
R/S, specifically daily spiritual experiences and R/S coping mechanisms. Although not all
MLSPs are actively religious or spiritual, many believe in a higher power, expressing confidence
that R/S could have a positive impact on their mental health.
The mission of the MLSP goes well beyond the universal idea of “holding down the
home front.” Prior research posits that MLSP resilience and mental health each play a very
important role in both SM readiness and retention (Becvar, 2013; Dolphin et al., 2015; Eaton et
al., 2008; Renshaw & Campbell, 2011). The greatest investment that the military institution,
military leaders, government officials, practitioners, counselors, pastors, chaplains, and members
of the comprehensive community can make on behalf of the U.S military is found within
supporting the mental health of SMs and MLSPs.
Ultimately, the MLSP does not need another program—they need hope. Many attributes
of R/S and resilience overlap very closely with hope as a belief in future good (Boss, 2013). By
continuing to overlook the powerful connections between R/S and resilience. resources and
programming continue to miss the mark for MLSP mental health. It is time for a new approach,
one that instills hope for the future of MLSP mental health. The current MLSP generation needs
hope for their mental health that creates confidence to support their SM as he or she serves this
country. U.S. MLSPs need deep, inherent, unwavering hope that to fulfill their valiant calling
with excellence and health. MLSPs make a lot of sacrifices. Their mental health no longer has to
be one of them.
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